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THE TITLE OF THIS PAPER was selected as the 
topic for this evening for good reason. During the 
past century, the average life span has increased 
by almost thirty years, and the number of people 
who live beyond the age of 65 has trebled in 
proportion to the increase in population. An 
important reason for the increase in the average 
life span lies in the fall in infantile mortality so 
that more people live beyond infancy, and be- 
cause of antibiotics those who live beyond in- 
fancy are less apt to die of the acute infectious 
diseases, and so live on to experience the advan- 
tages or disadvantages of ageing. Ageing is 
directly associated with degenerative disabling 
disorders and the increasing life span carries with 
it an increasing incidence of these disorders. As 
a result, the whole character of medical practice 
is changing. More attention is being paid to the 
degenerative disorders in terms of research. More 
attention must be paid to those suffering from 
these disorders in terms of improved medical 
care, which would include the development of a 
fuller and more meaningful life through rehabil- 
itation. 

In order to develop our topic, we must know 
what we mean by rehabilitation and whom we 
consider aged or ageing individuals. When we 
have defined these terms, we shall then consider 
the ageing vascular system, since increasing in- 
sults to this system with advancing years account 
for the largest group of diseases in terms of mor- 
bidity and mortality. In this group, hemiplegia 
is the most frequent overt disability which we 
see in our geriatric practice and it is the rehabil- 
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itation experience with this clinical state which 
will be discussed. 


Wuat Is REHABILITATION? 


Since we are considering the individual dis- 
abled by disorders of the vascular system, it 
might be proper to begin by defining rehabilita- 
tion according to the First National Conference 
on Cardiovascular Diseases (1950). There it was 
defined as “the return of a person disabled by 
accident or disease to his greatest physical, men- 
tal, emotional, social, vocational and economic 
usefulness, and if employable, an opportunity for 
gainful employment.” This generally stated 
definition lacks a certain specificity. It is prefer- 
able to define rehabilitation as “a medical pro- 
gramme designed to lessen or prevent the del- 
eterious effects of inactivity, to minimize dis- 
ability and to train the patient with residual 
permanent disability in the techniques of over- 
coming handicaps.” This latter definition outlines 
the problem as being one of disuse, disability and 
handicap. It suggests treatment in terms of pre- 
vention, correction and training, These are done 
within the boundaries set by the unresolvable 
limitations of the diagnosis and disability on the 
one hand, and by the individual’s residual re- 
serves on the other. These limitations and 
reserves are carefully evaluated and a therapeutic 
programme is devised, if the margin between the 
two is sufficiently great. The therapeutic re- 
sources used are medical and surgical care, 
physical and occupational therapy, speech, hear- 
ing and blind training, prosthetic devices, psycho- 
logical evaluation, psychiatric treatment, voca- 
tional counselling, social service, prevocational 
exploration and vocational training. These many 
resources, and others that are employed as 
needed, are effective only when used in an 
integrated way. You will hear the term “team- 
work” used as if it were a new concept and yet 
it has existed in medicine from time immemorial. 
The expansion of the traditional medical team to 
include many paramedical specialists makes it 
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essential that the physician retain control of his 
patient and leadership in the team beyond the 
phase of acute medical care and up to the point 
when the patient is functioning to his maximum 
capacity. 

In the case of severe disability, rehabilitation 
often becomes too complicated a process to be 
handled in the home by the physician alone. It 
requires the integrated services of many highly 
. skilled technical personnel and equipment and 


physical plant ranging from the hospital bed to’ 


the sheltered workshop. It spreads beyond the 
patient himself to include his social environment. 
Minimally, the smallest social unit with which 
the patient is concerned, his family, must also 
become involved in the patient’s rehabilitation. 


Otherwise, he may develop a wonderful adjust- - 


ment—to the hospital. 

The job as the goal is ideal. Not all patients 
can attain this ideal. Lesser goals are acceptable, 
such as the sheltered workshop and even helping 
the individual to be a better custodial patient at 
home or in an institution. Rehabilitation is a con- 
tinuous process from beginning to end, with the 
close relationship of the patient to his doctor as 
the common denominator throughout. 


Wuat Is AGEING? 


Reduction in functional capacity can probably 
be demonstrated in all tissues and organ systems 
as part of the natural process of senescence. 
There is a progressive reduction in cardiac out- 
put, in renal and cerebral blood flow, in oxygen 
consumption in brain, liver, kidney and cardiac 
inuscle, in sensory perception, in muscle strength, 
and in bony density and strength.’ t°® These are 
only a few examples of the constitutional deter- 
ioration which occurs, These changes in the 
vascular, endocrine, musculoskeletal and central 
nervous systems do not occur simultaneously and 
at the same rate. Thus, there is no specific period 
in time which determines when overt manifesta- 
tion of ageing begins. Changes due to ageing 
begin early in life, usually gaining speed in the 
sixth decade. Some speak of these changes as 
subclinical disease. The idea is probably based 
on the fact that atherosclerosis is closely associ- 
ated with ageing. Others feel that, although age- 
ing may be a predisposing factor, atherosclerosis 
is a preventable disease superimposed on the 
natural process of senescence. It is not my pur- 
pose to discuss the merits of the case for diet and 
disturbance of lipid metabolism as the cause of 
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this vascular disease. We are concerned here with 
the fact that many of the disabling disorders of 
the vascular system are due to the close associa- 
tion of atherosclerosis and ageing. We are also 
concerned with the response to activity of the 
ageing organism with its concomitant clinical 
disorders, since a rehabilitation programme is 
based on the judicious use of activity as therapy. 

Ageing by itself is compatible with a high 
degree of activity, self-sufficiency and product- 
ivity and with interest, zest and appreciation of 
the joy of living.’° The capacity for heavy work 
is progressively reduced with advancing age, but 
skill and manual dexterity are well maintained.* 
This is of interest as it demonstrates that man- 
datory retirement ages are quite illogical as they 
do not take into account whether the individual 
is an unskilled labourer or a skilled artisan. Simon- 
son suggests that it is even possible that physical 
fitness has been better maintained as the average 
life expectancy has been increasing.* He com- 
pared the similar studies of Quetelet and Rejs 
done on back muscle strength on similar popula- 
tions in Belgium and Holland 85 years apart. 
During this period, life expectancy had increased 
by 20 years. In 1836 peak strength was achieved 
at the age of 27 and lasted for a short time before 
declining. In 1921, the peak was still present at 
37 and had lasted for several years. Ninety-two 
per cent of peak strength was present at age 37 
in 1836 and at 50 in 1921. Although many factors 
may be responsible beyond that of a more benign 
process of ageing, such as improved standards of 
living, nevertheless the relationship is suggestive. 

Ageing itself is not a social problem except in 
terms of such obstacles as artificial retirement 
standards or inadequate facilities for avocational 
pursuits after retirement. But ageing becomes of 
great concern to the individual, his family and 
society when disease complications occur. Out- 
standing among these complications is heart dis- 
ease. What is needed is a better understanding 
of the functional possibilities of the individual 
suffering from heart disease and an opportunity 
in terms of rehabilitation. 

The well-compensated cardiac can tolerate 
activity quite well. Since there is no simple 
method of accurately determining work capacity, 
cnly careful clinical observation on the circu- 
latory effects of exercise can roughly determine 
the amount of activity which can be tolerated by 
the individual with limited cardiac reserve.’ 
After cardiac decompensation, it is practically 








Canad. M. A. J. 
Mar. 1, 1955, vol. 72 


impossible to restore working capacity to the pre- 
morbid level.*? Although a great deal of informa- 
tion is available concerning the circulatory dyna- 
mics of the compensated cardiac at rest, and even 
during sudden exercise, very little information 
exists as to the effect of physical training on the 
same type of individual." 


One of the rare studies is that of Landen.'* He 
showed that the average oxygen intake in the 
trained cardiac approached that of normal un- 
trained individuals when light work was done. 
In heavier work, the oxygen intake of the trained 
cardiac fell between that of the untrained cardiac 
and the untrained normal. Simonson and Enzer 
believe that the rate of maximum oxygen intake 
is a rather reliable index of cardiac reserve, pro- 
vided no pulmonary complications are present." 
Considering these findings, it is interesting to 
speculate whether physical activity can increase 
the cardiac reserve as well as have a preventive 
effect on the development of certain types of 
heart disease. 

The’study of Morris and his co-workers leaves 
little doubt that physical activity affords some 
protection against the development of coronary 
disease.1* They found, in a statistical study of 
over two million workers, that the incidence of 
coronary disease was lower and its course milder 
in people engaged in heavy labour than in those 
on light physical work. 

The functional and therapeutic classification of 
heart disease is useful for clinical evaluation and 
medical treatment, but gives relatively little in- 
formation about potential work capacity.’* Bron- 
stein et al. state that cardiacs in the sixth and 
seventh decades of life up to and including Class 
III can work successfully.'® Very few work situa- 
tions, except heavy labour, require an output of 
more than two to four times the resting energy 
metabolism, Work is considered moderate when 
the cost is three times the basa] level.’ Benton 
and Brown showed that most cardiac patients, 
including those in Class III, as long as they were 
compensated and on adequate maintenance re- 
gimens, could perform activities costing up to 
many times the basal rate without serious diffi- 
culty.” 

It is well known that overemphasizing the 
dangers of activity may perpetuate cardiac invali- 
dism. Poor diagnosis has even included in this 
group individuals without cardiac disease. There 
are other dangers in inactivity and excessive bed- 
rest, including metabolic deterioration, stasis and 
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thromboembolic phenomena, mental lethargy and 
reduced work capacity and even, possibly, re- 
duced cardiac reserve. 

The employability of many cardiacs could be 
maintained, then, if bed-rést and inactivity were 
rationally limited, if moderate exercise were used 
for training and increasing work tolerance, and 
if they were selectively placed on the job and 
oriented as to the amount and kind of work, rest, 
travelling and extra-curricular activity, with care- 
ful control of other stress factors such as 
diet, emotions and environmental temperature. A 
special centre which incorporates many of these 
factors under careful medical and social control 
is the Altro Workshop in New York City to 
which we send our patients for workhardening.”* 

There are other disorders of the vascular sys- 
tem besides those of the heart which warrant 
discussion. Limitations of time have compelled us 
to touch upon a few highlights of cardiac rehabil- 
itation. Our discussion of the hemiplegic will be 
somewhat more extensive, as this clinical state 
was selected to illustrate some of the principles 
underlying the rehabilitation process. 


HEMIPLEGIA 


Various estimates up to a million have been 
made for the number of people suffering from 
the residual effects of cerebrovascular accidents 
in the United States. In our series of approxi- 
mately 500 cases of hemiplegia, the mean age 
was 54.3 years. A small number were in young 
people and were due to head wounds and to 
blowouts of congenitally defective cerebral 
vessels; some were due to cerebral neoplasm and 
brain abscess. If these were excluded, the aver- 
age age would be about 62. This is within the 
range of that of other large groups and makes 
hemiplegia a truly geriatric illness both etiologi- 
cally and chronologically. In this older group, the 
commonest diagnosis was thrombosis of the 
middle cerebral artery. The second most frequent 
cause was hemorrhage; the least frequent cause 
was embolism. 

Diagnosis of embolism as a cause is usually 
simpler than the differentiation between hzem- 
orrhage and thrombosis. The onset of cerebral 
thrombosis is usually slower than hemorrhage 
and possibly has somewhat less severe conse- 
quences, Hemorrhage may cause an abrupt on- 
set, with signs occasionally severe and progres- 
sive in nature warranting the ligation of the 
internal carotid artery or surgical evacuation of 
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the clot. Between the extremes of a slow, mild 
onset and an onset with abrupt severity, con- 
siderable difficulty may be encountered in dis- 
tinguishing between thrombosis and hzmorrh- 
age, and indeed it often may be impossible to do 
so without direct evidence of blood in the spinal 
fluid. The importance of making such a distinc- 
tion seems to be based on the traditional idea 
that those with thrombosis can be activated 
earlier with less danger. While it is true that 


those who are activated early do better in terms 


of an ultimate functional result, it is probably of 
no significance whether mobilization occurs with- 
in a few days or two or three weeks after onset. 
At the beginning the patient is usually in coma 
or too ill to tolerate more than some passive 
motion and bed posturing to prevent contrac- 
tures. Measures to limit the damage produced by 
the cerebrovascular accident, such as vasodilator 
drugs, anticoagulants, and stellate ganglion 
block, are quite ineffective, despite widespread 
use. The real difficulty arises when the patient 
remains a bed-ridden invalid for months before 
he is activated. These are the cases in which poor 
results are obtained probably because of the con- 
siderable effects of disuse, atrophy and contrac- 
ture. These are the patients in whom hip fracture 
is an unfortunate possibility when they first walk 
under inadequate therapeutic supervision be- 
cause of bone fragility due not only to ageing 
but also to inactivity. 

The minor but important physical treatment of 
these patients during the first two or three weeks, 
whether the cause of the hemiplegia is throm- 
bosis or hemorrhage, is extremely unlikely to 
place the patient’s vascular system under great 
stress or to produce another accident. Once this 
short period has passed, an evaluation of the 
patient lying in bed gives an inadequate picture 
of potential or even existing function. He may not 
be able to lift his leg or move any part of it, but 
if he is set up on his feet with his knee splinted, 
he may be able to move that leg sufficiently to 
take a few steps. Once his lower extremity starts 
moving, a series of carefully graded exercises 
may permit the recovery within a few short 
weeks of much of the power which will eventu- 
ally return. 

When the insult to the brain first occurs, 
flaccidity of the musculature in the paralyzed 
half of the body is the rule. This is due to a 
poorly understood state called central nervous 
system shock, which occurs in any acute injury to 
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the upper motor neuron. This state lasts for forty- 
eight hours or more, occasionally for some weeks, 
and then passes off, leaving a residual spasticity. 
Rarely, permanent flaccidity is the end result; in 
these cases the prognosis for functional recovery 
is usually poor. 

During the state of central nervous system 
shock, incontinence may occur. When long con- 
tinued, especially in the bedridden case, it may 
be a predisposing factor in the production of 
decubitus ulcers. These are most frequently seen 
in those institutions and nursing homes where 
nursing care and activation of the patient are at 
a minimum, Loss of urinary control is not usually 
permanent unless the brain lesion is bilateral. 
However, incontinence may be persistent in 
unilateral lesions until the patient is activated, 
thus taking advantage of the muscular stimula- 
tion of activity and pressure on the pelvic con- 
tents. Loss of desire for control may be the basic 
disturbance in the individual who feels helpless 
and hopeless until shown the functional possibili- 
ties of his remaining reserves. 

The function of the extremities is wimatde 
bound up with the development and ultimate 
degree of spasticity. With early activation, spas- 
ticity is usually not a great obstacle to ambula- 
tion, A rule of thumb, one not universally appli- 
cable but useful in most cases, is that the amount 
of function is greatest when the spasticity is 
least, and vice versa. 

In the long-neglected case, spasticity may 
produce the unwelcome result of flexion and out- 
ward. rotation deformity of the hip and flexion 
of the knee. These deformities are only partially 
due to true fibrous shortening or contracture 
since in these patients spinal anesthesia will 
allow the temporary reduction, with ease, of a 
good portion of the deformity. The bulk of the 
deformity is due to the constantly maintained 
contraction of the flexors, the stimuli for which 
activate an exaggerated stretch reflex which is 
characteristic of spasticity. Slow and intermittent 
stretching over a considerable period together 
with the use of a long leg brace will often permit 
a patient of this type to walk with some degree 
of adequacy. 

If there is no neglect and ambulation is 
started early, a moderate amount of spasticity 
will develop. In terms of ambulation, there will 
be a tendency to spastic equinovarus and stiff 
knee. In order to clear the floor, the gait as far as 
the involved leg is concerned will consist of an 
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abduction-circumduction movement. There are 
two ways of improving this gait. The heel and 
sole of the shoe of the uninvolved foot can be 
raised. This will permit the involved foot to clear 
the floor in spite of the drop foot and stiffness 
of the knee. The other method is to use a drop 
foot brace to correct the equinovarus. Despite 
the experience of many that 50% of hemiplegics 
require a brace of this type, it is possible that 
the actual need for braces is much less. On 
occasion we have seen bizarre and unusual gaits 
develop when the spastic foot and ankle are 
forced into what appears to be a cosmetically 
better position. Careful judgment should be used 
before prescribing a brace; the patient who walks 
with stability, even though with some drop foot 
and circumduction, should be left braceless as 
long as his gait is functional, The appearance of 
the gait should not be the deciding factor in 
ambulation training. 

Functional return in the upper limb is usually 
poorer than in the lower. Movement may be 
better proximally in the shoulder than peripher- 
ally in the hand. Since the main purpose of the 
upper limb is to supply range for the prehensile 
action of the hand, it is recovery of motion in 
the hand that concerns us most. Flaccid paralysis 
may appear total during the period of shock, but 
with the passing of shock the recovery of function 
may be remarkably complete with or without 
retraining. In those rare cases where flaccidity 
persists indefinitely, the prognosis for functional 
return is very poor. In those cases where spasti- 
city develops, return of function varies from 
almost none to almost complete. Good return of 
voluntary motion may often be blocked by the 
concomitant spasticity so that the use of the 
hand remains at best quite clumsy. 

The ultimate functional result in the hand may 
vary within wide limits but it is almost always 
poorer than the functional return in the leg un- 
less the anterior cerebral artery is involved. It is 
often stated that hard work and continued treat- 
ment may produce return of function after a long 
period of time, even several years. This unfortun- 
ately is not the case. If function begins to return 
within the first month, it will usually improve 
with training for another two or three months, 
at which time the bulk of return of voluntary 
motion will have been attained. 

If improvement does not occur within this 
limited period, in the great majority of cases 
functional return should not be expected and the 
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attention of the physician, patient and patient’s 
family should be turned away from a psychologi- 
cally frustrating preoccupation with the disabled 
hand. The normal hand must then be trained in 
skills which it ordinarily shared with the other, 
such as eating, dressing and all other forms of 
self-care, or in new skills, such as writing when 
the non-dominant extremity is the one which is 
intact. 

In severe paralysis of the affected hand and 
arm, where shoulder motion is minimal, there is 
a tendency to subluxation of the shoulder joint. 
This causes severe pain, and measures must be 
taken to counteract the subluxation. The use of a 
sling is recommended, but great ingenuity must 
be used in designing it, since it is difficult to make 
a sling a completely effective support. The 
shortening effect of spasticity upon the deltoid 
muscle should theoretically be sufficient to pre- 
vent the humerus from dropping out of the 
glenoid fossa. This mechanism often fails since 
the weight of the arm exerts a constant pull upon 
the muscle, stretching it and weakening it until 
it is less spastic than its fellows more peripher- 
ally, Strong muscle contraction produced through 
electrical stimulation may be prophylactic, so 
that a simple sling may be sufficient to reduce 
the drag of the arm upon the shoulder. Return 
of function, even if limited to the shoulder girdle, 
is sufficient to prevent subluxation; in these cases 
it does not occur because excessive stretching of 
the deltoid cannot happen in the short time in 
which recovery. takes place. 

Thus far we have been describing hemiplegic 
persons who have retained sufficient reserves to 
render functional retraining feasible. Some—and 
the number is fortunately small—do very poorly 
in a rehabilitation programme; these include 
patients with diffuse cerebral arteriosclerotic dis- 
sease with clinical manifestations of inadequate 
mentation and with reduced attention span. In 
these patients, the poor prognosis can only be 
confirmed after the test of a short period of 
therapy. If institutionalization is required, they 
do best in a nursing home after they are taught 


- the minimal self-care of which they are capable. 


Patients with malignant hypertension may show 
downward progression overbalancing any bene- 
fits which accrue from a training programme. 
Such patients are a drain upon therapeutic facili- 
ties. The universal deterioration of the vascular 
system may produce other disturbing pheno- 
mena, such as coronary insufficiency or cardiac 
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failure. A poor rehabilitation prognosis is obvious 
only when those diserders are so far advanced as 
to preclude the possibility of even a moderate 
degree of activity. In patients in whom cardiac 
failure can be controlled by digitalis and mer- 
cury, the rehabilitation prognosis is more favour- 
able. Peripheral arterial disease with occlusion, 
gangrene and amputation is not per se a barrier 
to rehabilitation, since the patient can often be 
retrained in ambulation with a prosthesis and in 
- self-care. Focal seizures may occasionally occur 


but are no obstacle to retraining when they aré 


well controlled by Dilantin and other drugs. 

A common finding is a well-marked emotional 
lability. There is a tendency to weeping and to 
excessive laughter on minimal stimuli. During 
treatment a few patients will shout and scream 
for incomprehensible reasons. Although some 
persist in these socially disabling manifestations, 
the majority respond to a progressive rehabilita- 
tion programme with increasingly better control 
of their emotions. This may occur even in the 
patient with so-called psychotic manifestations, a 
phenomenon which has a tendency to persist in 
what we have called the neglected case. 

The motor paralysis is not nearly so serious an 
obstacle to social and vocational reintegration as 
is the language disturbance known as aphasia. 
This phenomenon occurs when the lesion is in 
the dominant hemisphere, although loss of speech 
may be present during the state of central ner- 
vous system shock even when the lesion occurs 
in the non-dominant hemisphere, In the latter 
case, recovery is rapid and almost always com- 
plete. The disturbance may involve one or more 
of the functions of hearing and understanding 
speech, reading and understanding written 
symbols, speaking and understanding the mean- 
ing of the words spoken, writing and under- 
standing the meaning of the words written. Thus, 
there are expressive and receptive sides to 
aphasia. Actually, there is no clear-cut line of 
demarcation between the two, most aphasias be- 
ing of mixed type, but the predominant involve- 
ment is usually in either the motor or the sensory 
area. Undoubtedly, those with major involvement 
on the sensory side are the more seriously handi- 
capped. 

It is difficult to prognosticate the degree of 
language recovery. In a general way, recovery of 
speech behaves much like that of the hand, 
although one may certainly recover without the 
other. If speech begins to return within the first 
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month, further return can be expected. This im- 
provement can continue for another two to three 
months, after which speech becomes pretty well 
stabilized. Again, it is important that the atten- 
tion of the patient and his family be turned away 
from preoccupation with the speech difficulty 
when it becomes obvious that a base line has 
been reached. 


Although speech may recover spontaneously, 
and it often does, motivation towards recovery 
may be poor or lacking in many patients. Even 
in patients with strong motivation, skilful speech 
therapy may aid in obtaining a quicker and bet- 
ter result. In patients with poor motivation, con- 
sistent and adequate speech therapy may on 
occasion obtain a satisfactory result. The extreme 
example of this type is a patient whom we started 
treating after he had been bed-ridden for three 
years. Examination revealed that there was con- 
siderable motion in both supposedly paralyzed 
extremities. Although the patient was almost 
completely aphasic, speech therapy was started 
at the same time as training in ambulation and in 
the use of the hand. Within a month recovery in 
all three spheres was almost complete. The cap- 
acity of the central nervous system to function 
almost normally had undoubtedly recovered 
shortly after the vascular accident three years be- 
fore. This was realized by neither the patient 
nor the patient’s physician, Less extreme ex- 
amples are constantly being observed and are 
good evidence of the value of speech therapy, 
even though it is known that the ability to speak 
well can return at times spontaneously. The 
therapy is a motivating factor in producing 
quicker and better results. 

Until this point we have discussed the possi- 
bility of training the hemiplegic to usefulness. I 
hope I have not painted an overly optimistic 


_ picture. We can create nothing new by the use 


of rehabilitation techniques; we can only develop 
resources that are residual, In a right-handed 
individual, a right-sided hemiplegia could be an 
almost insurmountable obstacle to social rein- 
tegration when the cerebral lesion is extensive. A 
useless upper extremity, a stiff and braced lower, 
a marked receptive aphasia and excessive emo- 
tional instability may all create handicaps diffi- 
cult or impossible to ameliorate. Gains from 
therapy may be minimal; however, such an 
individual should not be considered a rehabilita- 
tion failure. Clinical judgment would have guess- 
ed at a poor prognosis from the beginning and a 
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short therapeutic trial would have confirmed it. 
Considering that lesser rehabilitation goals than 
reemployment are acceptable, in our series less 
than 2% of the patients were found to be com- 
pletely unfeasible for any form of rehabilitation. 
Against this is the fact that slightly over 80% 
had been taught to care for themselves com- 
pletely. The employment picture is somewhat 
different. Slightly less than one out of four of 
our group went back to work, but this reemploy- 
ment record included the younger hemiplegics 
who were eliminated earlier in this discussion. 
The older group—of an average age of 62—were 
blocked from reemployment by their age as well 
as their disability. This is an aspect of our pres- 
ent-day industrial culture which is partially cor- 
rectable only in times of labour shortage. 
Estimations of the work capacity of the entire 
group, both young and old, indicated that two 
out of three were actually employable. This 
figure assumes that besides physical rehabilita- 
tion there are special vocational training, proper 
motivation on the part of the patient, good social 
resources, selective job placement, adequate 
transportation facilities to and from the job, and 
an acceptable attitude on the part of industry. 
This combination of circumstances seems Uto- 
pian at the present time. Yet the goal of employ- 
ment is not impossible of attainment in a partial 
way through a system of sheltered workshops. 
This is a need which our society must meet in 
the near future. 

It is worth-while to pursue still further the re- 
lationship of age and disability to the actual 
rehabilitation result. If the hemiplegic is com- 
pared to a patient with another disability in the 
same age group, the amputee, and to still another 
in a much younger age group, the traumatic 
paraplegic, there are very definite age and dis- 
ability relationships to the capacity for. complete 
self-care, the capacity for working and the actual 
number who are employed. Fortunately, we can 
compare groups of equal size, approximately 
500, in each of these disabilities. All of these 
patients have been discharged from hospital care. 

The hemiplegic group, both young and old, 
was of an average age of 54.3. The amputee group 
of an average age of 52.9 included many young 
traumatic amputees and those who lost their 
limbs as the result of thromboangiitis obliterans. 
But the majority of the amputees lost their limbs 
as a result of arteriosclerotic peripheral vascular 
disease. The traumatic paraplegics averaged 28.3 
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years of age. Eighty per cent of hemiplegics, 
94% of amputees, and 99% of paraplegics 
were taught to care for themselves completely. 
Fifty-three per cent of hemiplegics, 78% of 
amputees and 96% of paraplegics were con- 
sidered capable of working. Twenty-two per 
cent of hemiplegics, 44% of amputees and 55% 
of paraplegics actually went back to work. 

It is impossible to take into account all factors 
responsible for these statistics, but in general it 
can be stated that the young, badly disabled in- 
dividual has a better rehabilitation potential than 
the older, and that the older disabled individual 
without brain injury has a better rehabilitation 
potential than the older individual with brain 
damage. 

A final word on the morbidity and mortality 
rate of the hemiplegics going through the process 
of rehabilitation. Fifteen per cent had their the- 
rapeutic programme interrupted by acute illness. 
These complications were not all those of the 
vascular system, and only very few were due to 
repeated strokes. Slightly less than 2% died, no 
more than three or four as a result of another 
vascular accident. And even these did not die 
during treatment, where exercise or activity 
could be blamed; they usually died during the 
week-end or at least many hours after their last 
therapeutic activity, Rehabilitation, with its con- 
comitant activity, is safe for the hemiplegic. 


SUMMARY 


Rehabilitation deals with disuse, disability and 
handicap by means of prevention, correction and 
training. It is a medical responsibility from the 
moment of illness to the point of maximum possi- 
ble recovery of functional capacity. Its area of 
greatest effectiveness lies between the limitations 
of disability and those of available reserves. Its 
goals vary from return to employment to helping 
the custodial patient to be less of a burden upon 
his family. 

Ageing leads to gradual functional deteriora- 
tion. Problems of ageing are serious when dis- 
orders of the vascular system become super- 
imposed on the natural process of senescence. 
Both too little and too much activity are deleteri- 
ous to this type of patient. Considerable reserves 
may be available for training in the cardiac and 
in the hemiplegic. The amount and kind of 
activity depends on clinical judgment. 

The rehabilitation potential is greater in the 
disabled young than in the disabled elderly 
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patient. It is considerably poorer in the elderly 
brain-damaged individual. 

The entire process, when begun early, with 
a useful goal in mind and in a hopeful environ- 
ment, has a motivating influence. 

It is in the broad consideration of the patient's 
physical, mental, social and vocational problems 
that rehabilitation makes a contribution to medi- 
cal practice. 
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ASPERGILLOSIS OF THE EAR 
A REpoRT OF TWENTY-NINE CASES 


E. A. STUART, M.D.* and 
F. BLANK, Dr.sc.nat., Dr.sc.techn.,t Montreal 


THE OBJECT OF THIS PAPER is to point out that 
otomycosis aspergillina is more common in this 
region than publications on diseases of the ear 
would appear to suggest. This opinion is based 
on the relatively large number of cases recently 
observed at the Royal Victoria Hospital. In a 
period of 30 months from January 1952 to June 
1954, 29 cases of otomycosis due to various 
species of the genus Aspergillus have been 
diagnosed and treated by members of the De- 
partment of Otolaryngology working in conjunc- 
tion with the Department of Bacteriology and 
Immunology at McGill University. 

It is interesting to note that this subject was 
reviewed from this hospital in 1904 by Birkett 
and Nicholls.! They reported two cases from their 
experience and commented as follows: “The dis- 
ease otomycosis, or, as it was somewhat more 
precisely called by Wreden, myringomycosis 
aspergillina, is decidedly rare in Canada.” 

Eleven of the 29 cases in the present series had 
no history of previous ear infection except in one 
instance where a simple mastoidectomy had 
been performed many years earlier. Five cases 
occurred in patients who suffered from chronic 
eczema of the ears. In seven cases the ears were 
already affected by chronic suppurative otitis 
media. Three cases occurred after the use of 
antibiotic powders in radical mastoid cavities and 
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three other cases followed the general use of 
antibiotics. Accordingly the cases have been sum- 
marized and reported under these respective 


groupings. 
CLINICAL COURSE 


TABLE I. 


Group ONE 
Wirnovut Previous Ear INFECTIONS 


Duration of 
symptoms 
prior to first 
examination 
Uni or 
bilateral 


1st 


examination 


o 
a 
> 
< 
a 


Jan. 1952 Aspergillus|Light growth of 
niger micrococci 


v. Tieghem 


Aspergillus |Moderate growth 
niger of Staph. pyogenes 
v. Tieghem 


Aug. 12 /52| 4 wks. 


Aspergillus |No cultures made 
niger 
v. Tieghem 


Aug. 17 /53 |10 days 


Jan. 13/53 | 1 wk. | Aspergillus |Light growth of 
flavus micrococci 

Link 

3 wks. | Aspergillus |No cultures made 
niger 

v. Tieghem 


June 5/53 


July 26 /52 |10 mths. | Aspergillus |Heavy growth of 
niger enterococci and 
v. Tieghem|micrococci 
July 29 /52 Aspergillus |No cultures made 
niger 
v. Tieghem 


8 days 


Aspergillus |Moderate growth 

niger of E. coli neopoli- 

v. Tieghem|tana and Pseudo- 
monas spec. 


Jan. 8/53 |10 days 


Aspergillus |Micrococci, Staph. 
flavus Link] pyogenes 


May 3/52 | 2 wks. 


Aspergillus |Corynebacteria 
niger 
v. Tieghem 


April 5/54| 8 days 


Aspergillus |Light growth of 

fumigatus |Staph. pyogenes. 

Fres. Moderate growth 
micrococci. 


Feb. 17/53 | 2 days 


| 
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Group ONE—WitTHovutT Previous EAR INFECTIONS 


CasE 1.—The history and clinical findings resembled 
those in a unilateral case of acute suppurative otitis 
media. The drum was incised but no pus was found. 
Black debris was recognized in the ear canal on_the 
10th day. The condition appeared to be aggravated by 
Neomycin ear drops but responded favourably to local 
application of Cresatin. The infection lasted five weeks 
and has not recurred. 


Case 2.—Both ears were involved. A sensation of 
water in the right ear had been present one month. Pain 
occurred in both ears for one week. Dark, moist debris 
was present in each canal. The drums were red and 
swollen. The case responded readily to local use of 
Cresatin. 


Cast 3.—Discomfort, itchiness and loss of hearing in 
the right ear had been present for 10 days. Moist, dark 
debris was present in the canal. The drum was reddened 
and there was some denuding of the epithelium. The 
infection subsided after the local use of Cresatin. 

Case 4.— Fullness, itchiness, and discharge in the left 
ear were complained of in January. The infection ap- 
peared to be aggravated by Neomycin ear drops but 
subsided after one week’s treatment with Cresatin. The 
right ear became similarly infected in April and appeared 
to recover after a few applications of Cresatin. Three 
weeks later both ears were involved with furunculosis. 
By June 1, the patient appeared to be well. On June 22, 
she had a bilateral otitis externa, and Aspergillus flavus 
was again present in each ear. In July the fungus infec- 
tion appeared to be controlled but the otitis externa 
persisted until October, making a total disability of ten 
months. 


Case 5.—Severe discomfort and itchiness had been 
present in the left ear for three weeks. Penicillin had 
failed to relieve the condition. A grey exudate was 
present in the canal. The drum was inflamed and swol- 
len. Mastoid radiographs were clear. Incision of the 
ear drum was considered, but was deferred because of 
the diagnosis. Recovery followed the local use of Cresatin 
over a period of two weeks. 

Case 6.—Discomfort and discharge had persisted in 
the right ear for 10 months. The external canal was nar- 
row, as a result of a simple mastoidectomy in childhood. 
The drum was intact and reddened. Mastoid radiographs 
were normal, Cresatin therapy was recommended. 


Case 7.—There was pain in the left ear and brownish 
discharge from the external canal for eight days. Both 
ear drums were reddened. There was dark debris in the 
left canal. The patient received Tri-sulpha by mouth for 
one week, then local applications of Cresatin. The result 
was satisfactory. 


Case 8.—The right ear felt painful and blocked for 10 
days. Waxy debris and pus were present in the canal. 
The drum was grey and intact. The hearing was good. 
Mastoid radiographs were normal. The condition appear- 
ed to be aggravated by Neomycin ear drops but re- 
sponded favourably to Cresatin over a period of two 
weeks, A furunculosis of the external canal occurred 
at this point and persisted for an additional two weeks. 


Case 9.—Itchiness of the ears had been complained 
of for two weeks. Wax had been removed five weeks 
previously. In the right canal there were white, feathery 
deposits. In the left canal there was fluffy, yellowish 
debris. The case responded favourably to the local use 
of Cresatin over a period of two weeks. 

Case 10.—This patient had discomfort and discharge 
in the left ear resembling acute suppurative otitis media. 
The drum was inflamed and swollen with a pin-point 
central perforation. The drum was paracentesed to drain 
what was considered to be a middle ear infection. No 
disease was demonstrated by x-ray. There was an initial 
favourable response to Cresatin but the patient was not 
entirely well for two months. During this time the ear 
canal was swabbed occasionally with Cresatin. - 
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Case 11.—The symptoms suggested an acute otitis 
media of the left ear which has been treated conserva- 
tively for two weeks without improvement. The drum 
was then paracentesed but no pus was found. Treatment 
consisted of 1% aqueous acriflavine ear drops. The ear 
continued to discharge for one month. 


TABLE II. 





Group Two 
FoLiowi1nc EczeMa 
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Mar. 1/54] 3w 


& 


s. |Aspergillus |Light growth of 

niger Staph. pyogenes. 

v. Tieghem|Heavy growth of 
micrococci. 

13 Oct. 5/53 | 8 mths.| Aspergillus |No cultures made} Bil. 

flavipes 

(Bain. et 

Sart.) 

Thom et 

Church 

44 |Mar. 25/54) 2 wks. |Aspergillus |M‘crococci and Bil. 

flavus diphtheroids 

Link 


46 | Dec. 1/53 


Aspergillus |Staph. pyogenes Bil. 
M. 


nidulans 
(Eidam) 
Wint. 


40 | Nov. 6/53 


Aspergillus |No cultures made} Uni. 
M. 


niger 
v. Tieghem 


to | Case 
yay ‘sp | Sex and 
— _— | age 

. 


Grourp Two—Fo.LLowinc EczEMA 


Case 12.—There was a history of recurring attacks of 
itchiness in the ear canals for several years. Itchiness and 
obstruction in each ear were complained of. Dark, moist 
debris was present in the external canals. The canal 
walls were reddened and swollen. The drums were 


inflamed. The condition responded favourably to Cre- 
satin, 


CasE 13.—This patient developed itchiness and dis- 
charge from both ears after swimming. He failed to 
recover on Neomycin ear drops and alcohol ear drops. 
He responded favourably to Cresatin. He had a long 
history of recurring eczema of the ears for which he 
continues to require treatment. 


Case 14.—This patient complained of a feeling of full- 
ness in each ear. Epithelial debris was found in each 
ear canal. There was a history of recurring eczema of 
the ears over a period of five years. Tincture of merthio- 
late was prescribed as ear drops. 


Case 15.—There was a history of itchiness of the ears 
for several years. The fungus was grown from scrapings 
of the ear canals. The condition responded Geunily 
to Cresatin. 


‘CasE 16.—This patient was admitted to hospital for 
investigation of swelling around the eyes, ears, face and 
finger clefts, associated with itchiness and of several 
years’ duration. There was eczema of both ear canals. 
The fungus was grown from the debris of the right ear 
canal and omental favourably to Cresatin. 


Group THREE—ASSOCIATED WITH CHRONIC 
SUPPURATIVE Otitis MEDIA 


Case 17.—This patient complained of pain in his right 
ear for a few days. He had had bilateral chronic suppur- 
ative otitis media since childhood and was at the time 
being treated in hospital for acute frontal sinusitis. He 
responded favourably to polymyxin ear drops. 
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TABLE III. 


Group THREE 
ASSOCIATED WITH CHRONIC SUPPURATIVE OTITIS MEDIA 


examination 


Sex and 

age 

date 
symptoms 
prior to first 
examination 


~ | Duration of 
Uni or 
bilateral 


Aspergillus |No cultures made} Uni. 
fumigatus 
Fres. 


> 
3 1st 
© 
die 
a 
en 
o 
x 


RY 


mea 


niger 
v. Tieghem 


June 1/54 Aspergillus |Moderate growth | Uni. 
e ae of Staph. pyogenes 
in 


Mar. 28/52 Aspergillus |Heavy growth of] Bil. 
niger micrococci 
v. Tieghem 


Feb. 20/53 Aspergillus |No cultures made} Bil. 
niger 
v. Tieghem 


Apr. 1954 Aspergillus |No cultures made| Uni. 
flavus 
Link 


Apr. 15/54 Aspergillus |Heavy growth of} Uni. 
niger Staph. pyogenes 
v. Tieghem 


Case 18.—This was a case of bilateral chronic suppur- 
ative otitis media since childhood. A radical mastoi- 
dectomy had been done on each ear. Intermittent aural 
pain and discharge had occurred for two years. The 
fungus responded favourably to Cresatin. 

Case 19.—This patient had had a chronic suppurative 
otitis media in the left ear for 30 years. Radical mas- 
toidectomy was performed and the fungus was found 
in the routine cultures from the diseased ear. Both ears 
had recently been itchy. 

Case 20.—This patient was admitted to hospital be- 
cause of a recent activity of bilateral chronic suppurative 
otitis media. After two weeks’ treatment with 70% 
alcohol ear drops and chloramphenicol ear drops, used 
alternately, the fungus appeared to be destroyed. 

Case 21.—This patient had had bilateral chronic sup- 
purative otitis media since childhood, with frequent 
acute exacerbations in the past year. Both drums were 
perforated. The right canal was moist and contained 
debris, which grew the fungus. After one week the 
fungus was also present in the left ear. Neomycin drops 
were used in both ears. The condition persisted for three 
months, during which time Neomycin was used peri- 
odically. During this period there was a Staphylococcus 
infection of both antra, which responded to bacitracin. 
The fungus was finally controlled after the local use 
of Cresatin. 

Case 22.—This patient had chronic suppurative otitis 
media of the right ear since childhood. For two months 
she had had pain as well as discharge in the ear. Be- 
cause of the pain, marked loss of hearing, and the 
history of chronic disease, a radical mastoidectomy was 
performed in June 1954, and the Aspergillus was re- 
covered at the time of operation. The disease appeared 
to be limited to the middle ear. The mastoid was 
sclerosed. 


Case 23.—This patient had a long history of chronic 
suppurative otitis media, left. A radical mastoidectomy 
was performed three years earlier. Pain and discharge 
in the operated ear was complained of for one ‘month. 
The fungus responded favourably to Cresatin, but 
Staphylococcus infection of the canal persisted. 


Nov. 1953 Aspergillus |No cultures made} Bil. : 
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TABLE IV. 


Group Four 
Arter Loca. UssE or ANTIBIOTICS 


Sex and 
age 

1st 
examination 
date 
Duration of 
symptoms 
prior to first 
examination 


Uni or 
- {| bilateral 


) 

ae 
© 
° 
oe 
to 
oo 
— 
a 
9 


Vec. 1951] 1 mth. | Aspergillus |Very light growth} Uni. 
i of micrococci 


Apr. 1953 | 5 days 


Group Four—SuBsEQUENT TO LocaL UsE oF 
ANTIBIOTICS 


Case 24.—This patient had had a fenestration oper- 
ation three years earlier. The cavity had discharged 
continuously, and had been treated on yarious occasions 
with antibiotic dusts. The unoperated ear was free from 
infection. 


Case 25.—This patient had a radical mastoidectomy 
in April 1951. The cavity had been dusted frequently 
with chloramphenicol powder. In December 1951 the 
operated ear became moist and uncomfortable. The mas- 
toid cavity was lined by a heavy growth of fungus. The 
further use of chloramphenicol and bacitracin locally 
and generally aggravated the condition but favourable 
results followed the use of Salzberger’s iodine and 
boracic powder after saline irrigations. In May 1952, 
the fungus infection recurred and responded to Tincture 
of Merthiolate. 

Case 26.—This patient had had a left radical mas- 
toidectomy four years previously. In April 1953, the 
cavity was filled with debris and the lining was mildly 
inflamed. The cavity was dusted with chloramphenicol 
powder. In June 1953, the patient again complained of 
pain and discharge from the ear. He continued to dust 
the ear with chloramphenicol powder. On July 9, a 
heavy growth of Aspergillus niger was apparent, which 
swan d favourably to the local use of Cresatin. 


TABLE V. 


Group Five 
AFTER GENERAL USE OF ANTIBIOTICS 


| Duration of 
symptoms 
prior to first 
examination 


a 


ays |Aspergillus |No growth of 
i bacteria obtained 


Feb. 4/52 


Oct. 27 /53 


Group FIvE—FOLLOWING THE GENERAL USE OF 
ANTIBIOTICS 


Case 27.—This patient had been treated with — 
tomycin for tuberculosis of knee and lung for one month. 
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His right ear was discharging and was uncomfortable. 

e drum was healthy. The ear contained moist, black 
debris. Two weeks later the left ear became infected 
with the fungus. Both ears responded to the alternate 
use of Cresatin and Neomycin ear drops. 

Case 28.—This patient had been treated generally 
with penicillin for boils in her ears for three weeks prior 
to the onset of symptoms. Both ears felt blocked. The 
right canal contained debris, and the drum was in- 
flamed. The left ear was normal. The fungus was found 
in the right ear, but eventually appeared in the left 
ear. Infection was not controlled for six months, then 
the patient developed furuncles in the left ear. 

Case 29.—This patient was admitted to hospital 
because of a skin reaction due to the use of penicillin 
for dermatitis. There was a history of recurring otitis 
externa over a period of seven years, which first dev- 
eloped after swimming. Because of this history the ears 
were examined. Wax was found in each canal. On the 
surface of the left ear canal there was a white, feathery 
growth, which proved to be Aspergillus flavus. In June 
1954, the fungus was again present in the left ear with- 
out any marked reaction and without any symptoms. 


COMMENT 


In the majority of these cases, large masses of 
mycelium were removed from the ear canal. 
Microscopically, a diagnosis of an Aspergillus in- 
fection was made and was confirmed by culture. 
There appears to be considerable variation in the 
incidence of infections with different species of 
Aspergillus. In this regard the incidence of the 
various species reported by Siebenmann® in his 
series of 27 cases is compared with the incidence 
of the various species occurring in our own series 


(Table VI). 


TABLE VI. 





INCIDENCE OF ASPERGILLUS INFECTIONS BY SPECIES 











; Stuart and 
Species Siebenmann Blank 
Aspergillus fumigatus... ... 16 2 
Aspergillus niger.......... e 19 
Aspergillus flavus.......... 2 6 
Aspergillus nidulans....... 2 1 
Aspergillus flavipes........ 1 

MO Riera 27 29 





Microscopic and cultural examinations of the 
debris were made in all cases, but in 13 cases no 
bacteriological investigations were carried out. 
These bacteriological examinations were omitted 
because the diagnosis of aspergillosis was so 
strongly suggested clinically. A light to moderate 
growth of Staphylococcus pyogenes was found in 
six of the remaining 16 cases in which bacteri- 
ological studies were made. 

The literature on the pathogenicity of the 
Aspergillus species encountered in otomycosis? t° ® 
is rather confusing and inconclusive, It is im- 
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possible to draw conclusions from cases following 
eczema or from cases associated with chronic 
suppurative otitis media. However, it is interest- 
ing to note that in 11 cases of this series, referred 
to as Group I, there was no history of previous 
ear disease. Bacteriological studies were carried 
out in eight of these cases. No bacteria were 
found in five of the eight cases. In two of these 
five cases the symptoms were severe and signs 
suggested otitis media. The respective drums 
were opened but no pus was found in either 
middle ear, In our opinion, the symptoms and 
signs in these cases resulted from the mycotic 
infection. 


In Groups II and III the unhealthy skin and 
moisture of eczema and chronic suppuration un- 
doubtedly provided a good medium for the 
growth of the fungus. 


The numbers of cases associated with the local 
and general use of antibiotics (Groups IV and 
V) are too few to be discussed. 


Our findings indicate that mycotic infections 
of the ear caused by some species of the genus 
Aspergillus are not as uncommon as is frequently 
suggested. Mycological investigation of the ear 
canal in addition to the bacteriological examina- 
tion should be of great assistance in arriving at a 
proper diagnosis and more effective treatment in 
otitis externa. 


The authors are indebted to Dr. W. J. McNally and 
Dr. H. E. McHugh for permission to include nine cases 
in their series, 
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EYE, EAR, NOSE AND THROAT COURSE 


The University of Toronto announces a_ refresher 
course in eye, ear, nose and throat surgery to be held 
from April 11-15, 1955, with guest surgeons from New 
York, Baltimore, and Iowa City. The course will he 
given for a maximum of 30 students. 
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338 WELLMAN: ALCOHOL WITHDRAWAL 


FATIGUE DURING THE SECOND 
SIX MONTHS OF ABSTINENCE 


MARVIN WELLMAN, M.D., 
Esquimalt, B.C. 


THIS PAPER is concerned with problem drinkers 
who have frequently had alcoholic amnesias dur- 
ing a couple of years and who have then found 
that they were getting drunk on less alcohol than 


previously. Irritability, depression, insomnia... : 


fatigue, restlessness, a sense of aloneness and 
distractability which plague these patients dur- 
ing the first half year of abstinence are of ap- 
preciably lesser importance during the second. 
The key symptom during these second six 
months is fatigue, although it is not felt to be 
the most burdensome. The intensity of the other 
symptoms. varies directly with that of the 
fatigue, and the control of the fatigue is ac- 
companied by the control of the other symp- 
toms. It was felt that a discussion of this fatigue 
and a report on certain measures which control 
it successfully during this period would be of 
interest. 


It is possible for the patient to obtain free- 
dom from a conscious sense of fatigue during 
this period by adequate rest. He then gets up 
in the morning feeling rested but fatigue comes 
on more rapidly than would be expected when 
one considers his activity. The fatigue increases 
with the amount of work but is out of propor- 
tion to it. The patient reports that he cannot do 
as much as he could a year earlier when he was 
drinking heavily and that he is more short of 
breath. Fatigue, as the patient describes it dur- 
ing this period, seems to be the fatigue of an old 
man or a patient with a chronic illness. 

In addition to this unusual relation of fatigue 
to activity, patients persistently report that they 
are more tired after anything has disturbed 
them. An altercation at work or a tense situation 
at home and the patient reports that he is “done 
out.” Mental work seems even more fatiguing 
than physical work. Many patients cannot hold a 
job involving anything more complex than 
simple labour till after the first year of abstin- 
ence. At more complex activities they will make 
mistakes which even to themselves look like 
carelessness, but try as they will they continue 
to make them. 


The attitude of the patient toward activity 
helps give prominence to fatigue as a symptom. 


He has realized that he was not well for a few 
months but now he is feeling better. He con- 
cludes that the reason he gets tired so readily 
is that he is in poor shape and not accustomed 
to doing any more than he can help. He thinks 
that he should get busy and push himself or he 
will never get better. He tries to disregard his 
fatigue in his attempt to regain good health. His 
activity increases and his symptoms increase. He 
slows up because he becomes too fatigued to 
carry on or because such symptoms as distract- 
ability and confusion become so intense that he 
is forced to slow up. The symptoms are allevi- 
ated and he is able to start over again, unless 
his physician or someone else discourages his 
activity. 

Although the fatigue is associated with symp- 
toms expected in functional cases,’ the charac- 
teristics of the fatigue experienced during this 
second six months of abstinence suggest an 
organic fatigue®* and call for an empirical 
therapeutic approach aimed at the latter.‘ In 
1946 Davis’ reported symptoms similar to those 
mentioned earlier in this paper as occurring with 
fatigue during the second six months of ab- 
stinence, increasing with fatigue. He reported 
that they could be expected if the fatigue was 
due to a general weakening of the body result- 
ing from the prolonged use of alcohol. Davis 
considered that this prolonged use could result 
in the development of a very low threshold to 
the perception of fatigue, and that with the in- 
crease of perceived fatigue under such circum- 
stances the other symptoms would increase. 


This direct relation with fatigue is constant 
for symptoms in the group of patients whose 
disability follows abstinence. If the patient 
spends ten hours in bed each night during the 
second half year of abstinence, all his symptoms 
are much reduced in severity or they entirely 
disappear. This improvement occurs one to two 
weeks after a regular ten-hour regimen is estab- 
lished. It may be necessary when this is initiated 
to keep the patient in bed for the first week 
in order to relieve the symptoms in a reasonable 
length of time. 


If the patient cannot sleep naturally, he is 
given a sound sleep for three successive nights 
of each week by adequate doses of sedative such 
as pentobarbital sodium in doses of 0.2 gm. at 
bedtime. He is taught to rest even if he does 
not sleep during the other four nights. A few 
weeks on this sedative routine usually results in 
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the establishment of a satisfactory sleep rhythm. 

This amount of bed rest results in the pa- 
tient’s neglecting his family and his social life. 
When the symptoms are mild, such a stringent 
measure is neither necessary nor advisable. 
Should they be severe, however, they will inter- 
fere far more with both the family and the 
social life than will the neglect consequent on 
their alleviation by rest. 

The fatigue response to tension is another 
striking feature of this period. It is probable that 
the fatigue is simply part of the symptom picture 
which becomes more severe when the patient's 
emotional life is in difficulties. In any event the 
fatigue and the other presenting symptoms are 
reduced if such tensions are kept at a minimum. 

For the married male patient there are two 
constantly recurring sources of dispute and dis- 
agreement. The wife does not appreciate the 
difficult situation through which her husband 
is living, and the husband has assessed falsely 
the position held by the contemporary housewife 
in our culture. The physician can play an im- 
portant part in aiding the adjustment of both 
parties to the existing situations. 

Usually the wife of the patient highly ap- 
proves of his ceasing to drink during at least the 
first few weeks after abstinence is established. 
She makes up her mind that she will tolerate 
almost anything in order to help her husband. 
By the second half year she is getting dis- 
couraged. Frequently she feels that he is just 
lazy and not uncommonly she expresses her 
opinion. She could tolerate the inactivity, like 
the irritability and the moodiness, when he was 
not well but he has told her that he is feeling 
better and yet, to her, everything seems almost 
as bad as ever. Sometimes it seems worse as she 
has had more of it. If she loses her temper on 
occasion or decides that it was much better when 
he was drinking it is understandable. Occasion- 
ally she advocates his return to the use of alco- 
hol in moderation. It is difficult for her to under- 
stand why the patient should not drink temper- 
ately again. Sometimes she feels that her social 
life will be permanently marred if her husband 
is a teetotaller and that his being a wet blanket 
is not very sensible. All the man needs to do is 
to drink moderately and not to make such a fool 
of himself. She interprets his avoidance of un- 
necessary effort and his hours of rest as in- 
dulgence and wonders if he will always be so 
self-centred. If she interprets his behaviour as 
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a permanent change in personality associated 
with not drinking, she can hardly be blamed 
for occasionally preferring that he drink even to 
excess. 

By this time the wife frequently expresses 
anxiety lest her friends talk about her husband. 
It was bad enough for him to be drinking too 
much but now people will say that there is 
something wrong with him which has nothing 
to do with alcohol. She fears that people may 
say that he is mentally ill, or that while not an 
invalid, he behaves like one. It is possible that 
she senses some malignant and mysterious 
gossip, the real nature of which is not clear to 
her, or she may be tired of having the man lying 
around all the time and would like to see him 
on his feet, taking a more active part in helping 
her with the home and the children. Occasion- 
ally one gets the impression that the fear of 
gossip is her little fable to encourage activity. 
She is humiliated and irritated by remarks she 
has heard, or overheard, to the effect that she 
is babying her husband, or that there must have 
been something wrong with him in the first 
place or he would not have needed to drink so 
much, - 

It is unlikely that a married man can go 
through with the long process of getting away 
from the use, or rather the abuse, of alcohol un- 
less he has the understanding and the support of 
his wife. Arranging opportunities for her to meet 
wives of other men who have come through 
similar episodes is of great value. She shares ex- 
periences with these women whose stories ante- 
date but parallel her own. They help her to 
realize that, while a husband who sleeps ten 
hours a night may be no prize, he is at least 
tolerable and the condition from which he 
suffers will eventually prove transient. They 
will demonstrate that other families have en- 
dured similar episodes with felicitous after- 
maths. 

The wife will gain some encouragement from 
knowing that there will be a gradual increase 
in tolerated activity till about a year and a 
sharp rise at the end of that time. She will 
tolerate her husband’s withdrawal from family 
and social life much more graciously if she 
knows that he will be practically back to his 
usual self during the second year. 

During the second six months a struggle for _ 
the dominant position seems to occur in the 
homes of all these patients. In many of them the: 
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jockeying for position played a part in the. de- 
velopment of the excessive use of alcohol,® al- 
though in none of the patients examined to date 
has this situation initiated the pattern of drink- 
ing to excess. In homes where this marital con- 
flict encouraged the consumption of alcohol, the 
points of conflict will be present to discourage 
sobriety after it is established. 


There is a curious lack of frankness concerning 
the dominant position in the contemporary home 


of our culture. The treatment of this dominant -* 


position in the literature and conversation of the 
age is paralleled by the treatment of sex in the 
literature and conversation of forty years ago. 
The position of dominance in the home is treated 
usually as if it did not exist. It is taboo as a 
topic of conversation except as the subject matter 
of only half-serious wisecracks. It is an only 
half-hidden motif of several comic strips. It is 
masked by pretence and playfulness and paradox. 


In the contemporary culture the similitude of 
authority in the home rests with the husband 
but the circumstances which support the simili- 
tude most suggest that the authority is that of 
the constitutional monarch in a country where 
the burden or responsibility rests on an elected 
house. Probably the most remarkable feature of 
the present situation is that it is the reversal of 
the accepted cultural pattern of barely less than 
half a century ago, and apparently not at all the 
aim of those evangelical ladies who were most 
influential in bringing about the change. 

Under ordinary circumstances the young man 
frequently has difficulty in grasping this complex 
situation. It is apparently impossible for him to 
assess it adequately if he has been drinking 
excessively during his late adolescence and most 
of his twenties. In most cases patients have mar- 
ried during their drinking careers. Marital diffi- 
culties during early years of marriage have been 
met by further alcoholic excess. Most of these 
difficulties arise in the process of establishing 
the position of dominance in the home. The 
drinking partner mistakes the mask for the reality 
and his turning to an alcoholic bout brings him 
no clearer understanding of the accepted situa- 
tion, nor any nearer to understanding what has 
caused the trouble in the home. During the 
second six months of abstinence he is well enough 
to be interested in the home and he observes 
that he is a very secondary figure in the house- 
_ hold. He frequently concludes that his wife needs 
guidance in matters of prudence and housewifely 
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duties. If he is not so ambitious, he attempts to 
establish a position of equality with his wife. 


In the average home either ambition would be 
no light undertaking, but the household to which 
the patient brings this enthusiasm is not quite 
the ordinary one. The wife. has shouldered the 
entire responsibility during the period in which 
her husband has been drinking heavily. She has 
carried on as well as she could with only a small 
part of the family income. Her husband was 
spending the rest on alcoholic beverages and 
on activities associated with excessive drinking. 
During this time the wife has-been. the un- 
disputed head of the home. The neighbours re- 
gard her with considerable and _ justifiable 
admiration. 

During years of alcoholic indulgence the pa- 
tient has regularly spent long hours in bars. 
He has not had the free time in which to de- 
velop other time-consuming interests. As a re- 
sult, he has time on his hands during the second 
six months when he is feeling better. He turns 
to the activities of the home and is not content 
simply to support his wife’s endeavours. For the 
good of the entire family he feels that he should 
be in charge. He resents the position of head 
of the family which she has held and which she 
feels that she must continue to hold. The 
husband has tried to stop drinking before and 
it never lasted long. She always feels uncertain 
as to when he is going to start again, because 
by this time he has usually been through a series 
of stops and starts. She is loath to surrender the 
reins, or even symbolic control, to this man who 
for years has been too busy to take more than a 
very small part in the life of the family. 

Nagging has been reported by Futterman® as 
a recurrent descriptive term applied to the wives 
of alcoholics. It is a method of attack and 
counterattack in this struggle for dominance. It 
would seem to be a peculiarly feminine weapon 
in our culture, not because of any special 
feminine ability it requires, but because the con- 
ventions of the culture are such that a wife just 
does not tolerate counterattack in kind. The pa- 
tient, now that his alcoholic customs are 
dropped, has no answer for this reiterated ex- 
pression of hostility, nor is there any hope of 
quelling the nagging while the rivalry is con- 
tinued. Most patients escape by giving up the 
struggle and accepting the male prerogative of 
reigning without ruling. Such a step does not 
advance the prestige or the actual power of the 
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woman beyond that which is usual in the com- 
munity. It does make the association with her 
more congenial. This is important during the 
second half year of abstinence when conflicts 
really need to be at a minimum. By the time that 
the patient is more in control of his feelings and 
able to take up the cudgels again, it is usual 
for him to conclude that the arrangement has 
other worthwhile advantages in addition to the 
avoidance of conflict. He has observed that it is 
the accepted husband-wife status in the com- 
munity and he allows it to continue without ob- 
jection. 

If, during this second six months, the man’s 
persistence and the woman’s affection and their 
mutual circumstances are such that the man has 
seized the dominant position, his action is 
promptly discouraged by the censure of his 
friends. They tell each other, and occasionally 
him, that he shouldn’t treat his wife like that. 
The entire community directs both censure and 
pity toward the wife. She is a fool to put up with 
such behaviour. They frankly express their pity 
for her because her husband is such an awful 
fellow. A similar attitude was probably ex- 
pressed by the community of the nineteenth 
century towards the family with the henpecking 
wife. 

When the husband, feeling better in this 
second six months, begins to show interest and 
activity about the house which does not co- 
incide with her own plans, the wife frequently 
interprets it as a further development of his bad 
temper. He is interfering and bossy and has to 
run everything. She may realize that it is an 
attempt to gain dominance. If she does, she 
resents it, not as any serious threat to her posi- 
tion, but as she would resent his doing anything 
else which was stupid and annoying. She is 
angry at him for being “difficult.” The term is a 
commentary on the security of the housewifely 
dominance of the home. 


The physician can aid in reducing the con- 
flict inherent in the husband-wife situation 
which becomes prominent during the second 
six months of abstinence. The simplest approach 
is a frank discussion of the conventions of 
husband-wife dominance actually prevailing in 
the community of which the patient is a mem- 
ber. The patient has come out from behind a 
bottle to find a world which in many ways is 
puzzlingly different from what he had thought. 
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He is usually able to grasp readily the accepted 
situation as he sees it in the homes of his 
acquaintances and friends once it is pointed out 
to him. He has usually suspected it but felt that 
these homes were exceptions. Under discussion he 
readily perceives them as examples of a generally 
accepted standard. Most problem drinkers who 
have decided to stop drinking decide likewise 
that the control of the alcoholism is so much 
more important than any husband-wife rivalry 
for dominance that they withdraw from the 
competition. 


SUMMARY 


1. This paper is concerned with control of the 
fatigue which becomes a prominent symptom 
during the second six months of abstinence in 
patients who had developed intolerance to alco- 
hol after experiencing alcoholic amnesias for a 
couple of years. 

2. All symptoms of this period vary directly 
with the fatigue. 

3. Fatigue at this time is a response to activity 
or to emotional disturbances. 


4. In order té control the fatigue due to 


- activity the patient needs ten hours’ sleep or rest 


out of the 24 during this second six months. 


5. The emotional disturbances of the second 
half year of sobriety can be reduced to a degree 
where they cause little trouble by gaining the 
wife’s appreciation of the husband’s programme 
of abstinence and the husband's realization of 
the status of the contemporary housewife. 


Naval Hospital, 
H.M.C.S. “Naden.” 


REFERENCES 


Z. Wass A. L. et al.: Arch. Phys. Med., 28: 199, 


bh 


. SCHWAB, R. S. AND DELORME, T.: Am, J. Psychiat., 
109: 621, 1953. 


. HENLEY, W. E.: Hew Zealand M. J., 50: 212, 1951. 
- Mruuer, A. T. Jr.: North Carolina M. J., 9: 580, 1948. 


’ DA ie. R.: J. Neurol., Neurosurg. & Psychiat., 9: 


6. a mn S. J.: J. Psychiatric Social Work, 23: 37, 


oe & 


RESUME 


La fatigue est le principal symptéme du _ second 
semestre d’abstinence alcoolique. Il est possible de 
surmonter cette fatigue par un repos suffisant, mais elle 
réapparait plus tét que ne le permettrait de supposer 
Yactivité a laquelle se livre le malade. Elle est accrue 
par les contrariétés et l’effort intellectuel. Davis prétend 
que l’usage ae de l’alcool abaisse le seuil de per- 
ception de la fatigue. Le malade doit prendre une 
moyenne de 10 heures de sommeil par jour, méme s'il 
doit avoir recours aux somniféres. Ce régime est souvent 
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interprété comme une manifestation de paresse par 
lépouse du malade. Elle peut méme en venir A croire 
que sa vie sociale est gachée et qu’il vaudrait aussi bien 
que son mari se remette 4 boire—modérément, il va 
sans dire—plutét que d’étre le flanc mou qu’il est devenu. 
Le thérapeute doit chercher 4 la réconforter et la faire 
entrer en contact avec les épouses d’autres malades 
ayant passé par la méme phase. II arrive qu’au bout 
de l'année, 4 mesure que les symptémes disparaissent, 
le mari et la femme se disputent ’hégémonie du foyer. 
La femme a, pour elle, l’autorité et l'expérience qu’elle 
a acquises 4 équilibrer le budget familiai que son mari 
grevait injustement par son ivrognerie. Le mari, par 


POSTERIOR PENETRATING 
GASTRIC ULCER* 


J. E. MUSGROVE, M.D., M.S., D.A.B.S., 
F.A.C.S., F.R.C.S.[C.], Vancouver, B.C. 


GASTRIC ULCER Offers a challenge to the surgeon 
at the operating table for two main reasons, the 
first being the question of malignancy versus 
benignancy and the second the problem of how 
best to remove the ulcer and restore the 
continuity of the gastro-intestinal tract. The 
great majority of benign ulcers lie along the 


lesser curvature aspect of the stomach. However, 
approximately 5 to 8% of ulcers lie in the pos- 
terior wall of the body of the stomach and tend 
to penetrate into the body or tail of the pancreas. 
It is the latter group I wish to discuss. 


PREOPERATIVE INVESTIGATION 


These patients usually complain of a deep- 
seated boring pain, which radiates into the back 
in the mid-line or to the left of the spine. How- 
ever, lack of posterior pain does not rule out this 
type of ulcer, for I have seen two such patients 
with no back pain whatsoever. The pain is 
relieved very little by food and on occasions is 
made worse by it. The male is affected in a 
slightly higher percentage of cases than the 
female and this ulcer tends to occur in late adult 
life. 

On physical examination there will, on rare 
occasions, be a palpable mass deep in the epigas- 
trium. Such a finding certainly makes the exam- 
iner think of a malignant tumour. The remainder 
of the examination will be negative as far as any 
secondary malignant deposits are concerned. The 


*Read at the Annual Meeting of the British Columbia 
Surgical Society, Harrison Hot Springs, April 22, 1954. 
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contre, cherche 4 regagner la position de chef de famille 
que la culture et la société contemporaines veulent bien 
lui accorder. Ce conflit risque souvent d’étre désastreux. 
La femme devient hargneuse, et la plupart des maris 
finissent par se soumettre. S’il lui arrive de reprendre 
Yautorité au foyer, il sera probablement en butte A la 
désapprobation de ses amis qui sympathisent avec 
lépouse. Le réle du thérapeute consiste 4 bien aérer ces 
divergences par des conversations ot nulle dissimulation 
n’est permise et a faire valoir importance supréme de 
la sobriété par rapport A ces problémes d’ordre 
secondaire. M.R.D. 


free hydrochloric acid level, as obtained by 
gastric analysis, will usually vary from normal to 
slightly higher than the normal range. However, 
we are all aware of the vagaries of this laboratory 
procedure. 

The radiological investigation is most impor- 
tant. At the completion of his investigation, the 
radiologist should be able to tell us the site and 
size of the ulcer, the depth of penetration posteri- 
orly, and his impression—I repeat, impression—as 
to the benignancy or malignancy of the lesion. 
We now know that the size of the ulcer should 
play no part in this differentiation, but the depth 
of penetration can be most helpful. Kirklin’ has 
for many years stressed the importance of pen- 
etration into and through the gastric wall in in- 
dicating a benign gastric ulcer. I quote him as 
follows: “It is the intraluminal situation of the 
crater that distinguishes ulcerating carcinoma 
. . . from gastric ulcer, the crater of which has 
burrowed into the gastric wall. This criterion is 
indispensable in distinguishing a callous ulcer 
from ulcerating carcinoma.” By careful tangential 
fluoroscopy and radiography the degree of ulcer 
penetration can be determined (Fig. 1). 

Gastroscopy may be the next step in the pre- 
operative evaluation of a case of gastric ulcer. 
Personally, I think this method of investigation is 
of very little benefit unless carried out by an 
expert who is thoroughly conversant with the 
gross pathology as seen through this instrument. 
To be an expert, the gastroscopist needs experi- 
ence that can only be gained in the larger 
centres. Gastric cytology, at the present time, is 
even less useful than gastroscopy and will not be 
discussed further. 


OPERATIVE INVESTIGATION 


During the operation the surgeon has three 
methods of differentiating the benign from the 
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Fig. 1.—Schematic drawings of a small ulcerated car- 


cinoma and a gastric ulcer with fluoroscopic appearance. 
(By permission of The American Journal of Roentgen- 
ology and Radium Therapy.) 


malignant gastric ulcer, namely palpation, in- 
spection and biopsy. With the knowledge gained 
by the preoperative study, plus palpation and 
inspection of the lesion, the surgeon should be 
reasonably sure of the nature of the ulcer. The 
ulcer can be inspected by means of a longitudinal 
incision through the anterior wall of the distal 
half of the stomach which will not interfere with 
a subsequent partial gastrectomy. 

The benign gastric ulcer has sharp, punched- 
out, overhanging edges, with extraluminal pen- 
etration into the pancreas, whereas the ulcerating 
malignant lesion has raised, rolled edges with 
ulceration that remains within the level of the 
gastric lumen. An explanation of these basic 
differences between benign and malignant ulcers 
is that the benign ulcer is formed by acid-peptic 
digestion of the stomach wall and underlying 
pancreas, while the malignant ulcer is formed by 
central sloughing and to a much less extent acid- 
peptic digestion of an intraluminal and intram- 
ural cancer. These facts were first pointed out to 
me by Dr. Malcolm Dockerty of the Section of 
Surgical Pathology of the Mayo Clinic, in 1946. 
At that time Dockerty stated that in his experi- 
ence over 95% of posterior penetrating gastric 
ulcers are benign. I last talked with him about 
this subject in May 1953, and he had not changed 
his opinion, Dr, Marteinsson, my partner, and I 
have never seen a posterior gastric ulcer with 
pancreatic penetration which ultimately proved 
to be malignant, This knowledge of gastric path- 
ology is extremely important, for the surgical 
attack upon the two lesions varies trom a partial 
gastrectomy on the one hand, to radical upper 
abdominal surgery on the other. 0 
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Biopsy and frozen-section diagnosis play a 
relatively minor part in this problem. A negative 
diagnosis means nothing, but a positive diag- 
nosis can certainly be reassuring before going 
ahead with the radical surgery necessary to 
eradicate a gastric cancer adherent to the pan- 
creas. 


OPERATIVE TECHNIQUE 


The second problem now presents itself, 
namely how best to proceed with the gastric 
resection and restore gastro-intestinal continuity 
in the benign lesion. The ulcer more often than 
not will be high in the posterior wall, and in the 
past, on many occasions, 80 to 90% and even 
total gastrectomies have been done to get above 
the lesion. These resections leave the patient a 
gastric cripple. 

During the latter half of 1945, I had the oppor- 
tunity of assisting Dr. F. S. Insinger of Amers- 
fort, Holland, with a number of gastrectomies. 
On several occasions he used the Pauchet? tech- 
nique of removing high-lying lesser curvature 
ulcers. After ligation of the gastric vessels, a 
clamp is placed across the greater curvature 
aspect of the stomach and the lesser curvature, 
along with the ulcer, excised with the scissors by 
an open technique. The lesser curvature is then 
closed in the usual manner and either a Billroth 
I or II anastomosis carried out. 

Figs. 2 to 5 attempt to show how a modifica- 
tion of this technique can be utilized in dealing 
with a posterior gastric ulcer. As we are dealing 
with a gastric ulcer rather than a duodenal ulcer, 
less of the stomach need be removed, for it is a 
well-known fact that stomal ulceration is rela- 
tively rare following such surgery for gastric 
ulcer. A straight clamp, held in a vertical direc- 
tion, incorporates the anterior wall of the 
stomach at the level of the incisura, thus approxi- 
mating the greater and lesser curvatures of the 
stomach (Fig. 2). The anterior wall is then 
divided distal to the clamp, and through the open 
end of the proximal stomach segment a long 
wedge-shaped excision of the posterior wall is per- 
formed with scissors, the line of excision being 
carried close to and around the upper edge of the 
ulcer (Fig. 3). The posterior wall of the proximal 
stomach segment is then reconstructed with the 
suture technique of preference (Fig. 4). The 
distal part of the stomach is then removed in the 
usual manner, the margin of stomach remaining 
about the perforating ulcer being shaved from 
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Fig. 2.—A straight clamp, held in a vertical direction, approximating the greater and lesser 
gastric curvatures. Fig. 3.—The posterior ulcer visualized through the incision in the anterior 
wall of the stomach. Fig. 4.—Wedge-shaped excision and closure of the posterior gastric wall 
Fig. 5.—The posterior wall suture line and gastro-duodenal anastomosis. 


the pancreas by sharp dissection. The base of the 
penetrating ulcer is left in situ and a Penrose 
drain led down to this area. The tube-like an- 
terior gastric wall can now be readily anastomos- 
ed to the duodenum (Fig. 5). I have only had 
an opportunity to perform this operation on three 
occasions, the first being in 1949. 


CasE REPORTS 
CasE 1 


Mrs. M.S., 72 years old, complained of stomach 
trouble for many years, In the two months before surgery 
her weight dropped from 110 to 80 lb. She had very 
little appetite and complained of severe epigastric pain 
radiating into her back. 

Gastric analysis disclosed a trace of blood, 25 units of 
free HCl oon 40 units of total acid. The radiograph 
showed a high-lying, prmetion penetrating gastric ulcer 
(Fig. 6). The previously described operation was carried 
out on December 14, 1949. She had an uneventful con- 
valescence, and when heard from a year later had 
regained her weight and was feeling very well. 


CasE 2 . 


Mr. S.W., aged 70, had complained of stomach 
trouble for 20 years. Barium meal studies showed a small, 


high-lying, posterior penetrating gastric wall ulcer. 
He was operated upon on November 22, 1952, and 
has made a good postoperative recovery. 


Case 3 


Mr. C.P., aged 64, had complained of indigestion 
for many years. He never had any pain radiating into 
his back. Radiographs showed a very large posterior 
penetrating gastric ulcer (Fig. 7). On August 19, 1953, 
a subtotal gastric resection was performed. He was dis- 
missed on the tenth postoperative day and is now well. 


I also wish to report the case history of a 
patient who should have had a similar type of 
gastric resection. 


Mrs. M.F., aged 47, was referred on November 16, 
1953, with the diagnosis of gastric carcinoma. She com- 
lained of “gas on the stomach” for three months and a 
eeling of fullness for two months; on November 1, she 
had vomited a small amount of blood. Physical examina- 
tion disclosed a small nodular goitre and a deep-lying, 
slightly tender mass in the epigastrium. The remainder 
of the examination was noncontributory. The radiograph 
she brought with her showed a very large defect of the 
mid-third of the stomach. 
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Fig. 6 


Fig. 6. (Case 1).—A moderately large, high-lying, posterior penetrating gastric ulcer. 
Fig. 7. (Case 3).—A large posterior wall gastric ulcer crater filled with barium. 


My résumé was as follows: (1) carcinoma of the 
stomach with no obvious clinical metastases; (2) nodular 
non-toxic goitre. 

On abdominal exploration, Dr. Marteinsson and I 
found a large mass involving the entire mid-third of 
the posterior wall of the stomach, with penetration 
above into the left lobe of the liver and below, through 
the base of the transverse mesocolon, into the proximal 
jejunum. There were numerous large adjacent lymph 
nodes but no evidence of distant metastasis. A wedge of 
liver was excised, freeing the lesion above and a wedge 
of jejunum below. The neck of the pancreas was hard 
to free due to cedema. After careful inspection by both 
of us, the junction of the head and neck of the pancreas 
was clamped and divided, and to our dismay we found 
we had actually removed a portion of the portal vein. 
Bulldog clamps were placed on the ends of the divided 
vein and the remainder of the resection was carried out, 
the specimen consisting of 85% of the stomach, the neck, 
body and tail of the pancreas, the spleen, a portion of 
the left lobe of the liver and a small wedge of jejunum. 
Approximately 4 cm. of the splenic vein was dissected 
out of the specimen and used to bridge the gap in the 
portal vein. An antecolic gastro-jejunostomy was then 
carried out and at the conclusion of the anastomosis 
the portal vein graft was still functioning well, the 
eddies of blood being readily seen through the thin graft 
wall. This patient made an uneventful recovery but for 
the development of a left-sided hydrothorax which was 
tapped twice, on the 8th and 11th postoperative days. 
We received a letter from her dated April 2, 1954, in 
which she stated that her only difficulty had been an 
occasional bout of diarrhoea, which she could control by 
altering her diet. 


This case has been reported in some detail to 
emphasize the seriousness of mistaking a benign 
posterior penetrating ulcer for a malignant lesion. 
In retrospect, the radiographs should certainly 
have made me think of a benign lesion and at 
the time of surgery the gastric antrum should 
have been opened and the lesion inspected. The 
case is also interesting in that it is one of the first 
successful cases of one-stage portal vein graft: 


Fig. 7 


SUMMARY AND CONCLUSIONS 


A posterior wall gastric ulcer with penetration 
into the pancreas is almost invariably benign. 
With the knowledge gained by careful preopera- 
tive radiography plus operative palpation and 
inspection, the surgeon should be able to rule 
out malignancy in close to 100% of cases. This 
understanding of gastric pathology is extremely 
important for it means the difference between 
conservative and radical] surgery, with the con- 
comitant difference in operative mortality and 
postoperative morbidity. 

A method of carrying out partial gastric re- 
section which conserves as much stomach as 
possible and allows the Billroth I type of gastro- 
intestinal union to be performed has been des- 
cribed, Four case reports have been presented, 
the first three illustrating what I think is the 
correct conservative approach to the posterior 
penetrating gastric ulcer and the fourth case 
illustrating how radical the surgery may be in a 
mistaken diagnosis of malignancy. It is best to 
err on the side of conservatism when dealing with 
such a lesion, for if it ultimately is proved malig- 
nant, a good palliative operation has been done 
and in 95% or more of cases a good gastric resec- 
tion will have been done for a benign lesion. 


I wish to express my appreciation to Mrs. A. 
Cheney, of the University of British Columbia Meiicai 
Art Department, and to Mr. Ferro Marinkowitz, of St. 
Paul’s Hospital Photographic Department, for the illus- 
trations. 
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URECHOLINE IN 
MYASTHENIA GRAVIS 


HERBERT SCHWARZ, M.R.C.S.(Eng.), 
Montreal 


ALTHOUGH THE ETIOLOGY of myasthenia gravis is 
still unknown, there has accumulated a certain 
amount of evidence’? to suggest that in myas- 
_thenia the precipitating factor centres around 


some disturbance of acetylcholine mechanism- 


with a resulting failure in muscular contraction. 
This may be due to the lack of precursor sub- 
stances for acetylcholine synthesis, lack of poten- 
tiator substances, or an excess of inactivator or 
competitor substances. 

On the assumption that in myasthenia a rela- 
tive quantitative deficiency of acetylcholine exists, 
the beneficial effects of prostigmine (neostig- 
mine) were conveniently explained by the 
known propensity of this drug to inhibit cholin- 
esterase, and to allow for larger amounts of 
acetylcholine at the motor end plate. That such 
an assumption is not quite correct has been 
demonstrated by numerous experimental and 
clinical observations,* * and the fact that certain 
prostigmine analogues rapidly relieve the weak- 
ness of myasthenia gravis, although they possess 
little or no anticholinesterase activity. Thus it 
appears that the beneficial effects of prostigmine 
in myasthenia gravis can be only partly explained 
by its cholinesterase inhibition, suggesting the 
existence of some other mechanism to account 
for its mode of action. Concerning the latter, 
Stuppler® has demonstrated that prostigmine may 
directly stimulate the denervated muscle itself, 
while Zaimis® believes that the effect of prostig- 
mine is probably independent of acetylcholine, 
aud that in some way it interferes with per- 
meability changes during nerve activity. While 
all these observations are by no means conclu- 
sive in their relationship to myasthenia, they 
suggest a new approach to the treatment of this 
disease, firstly by substances which possess an 
anticurare action, assuming that such a_ sub- 
stance is present in myasthenia gravis, and sec- 
ondly by a_ substance which may directly 
stimulate the motor end plate, and thus initiate 
the process of muscular contraction. Of the 
latter, acetylcholine itself has been tried experi- 
mentally in myasthenia gravis, but when intro- 
duced into the body it is too rapidly destroyed 
to allow of a therapeutic evaluation. However, 
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some of the choline esters which are more stable 
and resemble acetylcholine in action were tried 
in 1937 by Fraser’ and his associates in two 
patients with myasthenia gravis. They observed 
that following a subcutaneous injection of acetyl 
B-methylcholine or carbaminoylcholine, some 
recovery of muscle power was produced in their 
patients which was delayed and prolonged as 
compared with the effects of prostigmine. Choline 
had no remedial effect. 


Of the choline esters tried by Fraser, acetyl 
B-methylcholine is rapidly destroyed by choline- 
sterase and some of the manifestations which 
follow its use—e.g. sweating, salivation, lacri- 
mation and hypotension—are potentiated by 
prostigmine. The second choline ester, the 
carbaminoylcholine, is fairly resistant to choline- 
sterase, but it is cumulative and its effects, e.g., 
flushing, sweating and abdominal cramps, can 
be only partly relieved with atropine. The two 
choline esters used by Fraser were tried by us 
for a short time on several patients with myas- 
thenia gravis, but were soon abandoned because 
of their undesirable manifestations. Consequently 
a search was made for a less toxic choline ester 
which could be tried on our myasthenia patients. 

Eventually a choline ester was found (urethane 
8-methylcholine chloride: Urecholine, Merck) 
which was singularly free of the undesirable 
effects of acetyl B-methylcholine and carbaminoy]- 
choline, and at the same time was found to in- 
crease the muscle strength and lower the pros- 
tigmine requirement in the majority of our 
patients with myasthenia gravis, Urethane 
8-methylcholine chloride is a stable compound, 
not destroyed by cholinesterase, and possessing 
a weak nicotine action when given in therapeutic 
doses; its parasympathomimetic manifestations 
when they occur can be promptly abolished by 
atropine. The effects of this choline ester were 
evaluated on 10 patients with myasthenia gravis 
intermittently over a three-year period, and also 
in two control patients with bulbar palsy for one 
month. 


CasE HISTORIES 


CasE 1 


A.R.—This 25-year-old white woman with a family 
history of hyperthyroidism was in excellent health 
until 5 years ago, when she commenced to earn her own 
living. Patient began to notice intermittent episodes of 
double vision, general tiredness and sudden loss of 
voice after periods of conversation. Gradually her symp- 
toms increased in severity so that she was unable to 
get up in the mornings even with ephedrine and 32 to 
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42 tablets of prostigmine (each of 15 mgm.) daily. At 
that time patient could not walk farther than one block 
at a time or make one flight of stairs. 

She commenced with small doses of Urecholine and 
this was gradually increased until at the 6th and 7th 
days of the trial she was taking 1 gm. per day. Apart 
from warmth and sweating there were no toxic mani- 
festations, The urinary output was normal and the blood 
pressure remained unchanged. On the 4th day while 
taking 400 mgm. of Urecholine, patient’s prostigmine 
requirement became lower, and on the 5th and 6th days 
of the trial she was taking only 18 tablets of prostigmine 
and required no ephedrine. 

An attempt to maintain this patient on 1 gm. of 
Urecholine daily without prostigmine was unsuccessful. 
Subsequently, the patient was maintained on 250 mgm. 
of Urecholine daily, and in addition to the much re- 
duced prostigmine requirements (Table I) she felt 


TABLE I. 
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CasE 2 


H.B.—This white woman, age 26, subjected to a lot 
of friction and:tension at home, developed a bulbar and 
peripheral type of myasthenia 6 years ago. Patient’s 
mother suffers from hyperthyroidism and exophthalmos. 
At the time of the trial the patient’s prostigmine intake 
fluctuated from 12-22 tablets daily, her eyes were 
troubling her a good deal and there was some weakness 
of arms and legs. Patient was started on Urecholine 
under very close supervision and the drug was gradually 
increased until on the 7th and 8th days of the trial she 
was taking as much as 1 gm. of the drug daily in addi- 
tion to prostigmine. Apart from some sweating, there 
were no undesirable effects; blood pressure and urinary 
function were normal. 

On the 7th day of the trial, patient felt very much 
improved. Her eye weakness was almost gone and she 





CHANGES IN PROSTIGMINE AND EPHEDRINE INTAKE IN 10 PATIENTS wiITH MYASTHENIA GRAVIS WHILE ON URECHOLINE 





Urecholine in 
thymectomized 
patients 
| Urecholine | Response to thymectomy 150-250 mgm. 
Pre-trial 200 - 1,000 mgm. daily (Nos. 1 -5) (Nos. 1-4) 
Prostigmine Ephedrine | Prostigmine Ephedrine | Prostigmine Ephedrine | Prostigmine Ephedrine 
15 mgm. gr. 4% 15 mgm. gr. 4 15 mqm. gr. 4 15 mgm. gr.4 
No. 1 A.R. 38 - 42 2 18 - 26 - 38 - 45 2 30 - - 
No. 2 H.B. 18 - 22 ~ 8-10 - 1- 6 - intolerance 
No. 3 H.N. 26 - 32 2 16 - 22 - 20 - - 16 - - 
No. 4 RW: | &6- ~ not on Urecholine 21 - 22 2 17-18 - 
No. 5 C.M. 32 - 36 2 32 - 36 0O- 1 - 
No. 6 GG. 6- 7 2 4- - - 
No. 7 2. 3- & - 2- 3 ~ 
No. 8 C.O. 35 - 45 2 32 - 34 - 
No. 9 BS. 12-14 2 | 6- 7 - 
No. 10 WSS. 7- 8 2 | 67 - 











much better, and engaged in all sorts of activities which 
she was unable to perform before, such as walking up 
and down the stairs, curling her hair, or brushing teeth 
with one hand. After 1 month Urecholine was dis- 
continued and a placebo substituted. For the first 10 
days there were no changes in her condition and she 
continued to take 18 to 26 prostigmine tablets daily. 
After 14 days the prostigmine requirement went up to 
32 tablets and her general condition deteriorated. 

After 1 month Urecholine was started again with 250 
mgm. daily (25 mgm. x 10) and continued for 5 
months, During that time she was feeling much better 
and required less prostigmine (average 26) and no 
ephedrine. Shortage of Urecholine necessitated another 
period of placebo for 3 months during which period 
she relapsed and was unable to walk farther than one 
block at a time. Eventually, thymectomy was considered, 
and 6 months after Urecholine was discontinued the 
operation was performed. There was no improvement 
in the patient’s condition six months after the operation; 
if anything, her condition deteriorated further. She 
required 38 to 45 tablets of prostigmine, plus ephedrine, 
and for most of the time she was confined to the arm- 
chair. Urecholine given to this thymectomized. patient in 
a dose of 250 mgm. daily, after 1 week reduced her 
prostigmine intake from 45 to 30-32 tablets, and im- 
proved her muscular strength; she was able to engage 
in some household activities, mow the lawn, and walk 
better, and there was no need for ephedrine. That this 
improvement was due to the Urecholine and not to the 
thymectomy was subsequently shown when the drug 
was discontinued and the patient relapsed once more. 
Presently she is taking 200-250 mgm. of Urecholine 
daily, and improvement is maintained. 


was strong and full of vigour. In fact that day she 
picked up a piece of embroidery which she commenced 
before the onset of her disease, and completed it in one 
day, a feat which she had been unable to perform in 
the last three years. 

At the same time her prostigmine requirement 
diminished and she was taking only 8-10 tablets a day. 
Patient continued with 250 mgm. of Urecholine daily 
for the next three months, and during that time she 
was maintaining her improved state taking only 6-9 
tablets of prostigmine and engaging in heavy domestic 
duties. She observed that the usual deterioration of 
myasthenia which preceded and immediately followed 
her menstrual flow was absent while on Urecholine. 
After three months Urecholine was discontinued and 
after 10 days her weakness and prostigmine requirement 
increased. Afterwards Urecholine was tested on this 
patient on several occasions and each time there was 
some ,amelioration of her myasthenic phenomena and 
reduction in prostigmine dosage. Conversely, when on 
placebo her weakness increased and she required more 
prostigmine. 

After 2 years, Urecholine was discontinued and the 
patient was observed for 6 months. During that time 
there was a gradual deterioration in her condition and at 
times she required as many as 35 tablets of prostigmine 
daily. 

At the end of the 6 months, thymectomy was per- 
formed and this was followed by the disappearance of 
the bulbar myasthenia, generalized increase in muscle 
strength and a lowering in prostigmine requirement to 
only 1-6 tablets a day. Six months after the operation, 
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Urecholine in 100 and 150 mgm. doses was tried again 
on this patient. On the third day of the trial she com- 
plained of a jittery feeling, weakness, sweating and 
tainting on several occasions. An attempt was made 
twice to administer Urecholine to this patient but she 
was no longer able to tolerate this drug. 


Case 3 


H.N.—This white woman, age 22, developed myas- 
thenia suddenly while in her 7th month of pregnancy. 
Preceding the onset of muscle weakness she suffered a 
severe influenzal episode and this was followed by a 


pemeae shock and anxiety when she learned that her 
usband had pulmonary tuberculosis. Patient gave birth : 


to a normal child and for the first few months after 
delivery her condition was stationary and she con- 
trolled most of her symptoms with 12 tablets of pros- 
tigmine and ephedrine gr. %4, twice daily. After 6 
months her general condition deteriorated with weakness 
of arms and legs, difficulty in swallowing, regurgitation of 
fluids through the nose, and slurred speech, and she de- 
veloped an exophthalmos which responded to. injections 
of prostigmine.® At the time of the trial, the patient was 
taking 28-30 tablets of prostigmine plus ephedrine, and 
on this regimen she obtained only incomplete relief from 
symptoms, 

There was no beneficial response when Urecholine 
was given to the patient in 50, 75 and 100 mgm. doses 
for a period of 3 weeks. However, when Urecholine was 
increased to 200 mgm. daily for 1 month, after 3 days 
the patient felt much stronger and the troublesome bul- 
bar manifestations—as regards speech and swallowing 
in particular which before responded only partly to 
prostigmine—were much improved. She required less 
prostigmine, 16-18 tablets daily, and had no need for 
ephedrine. 

Improvement was maintained for 1 month while on 
Urecholine. After 1 month placebo was substituted and 
in 7 days she reverted to her original condition, taking 
26-30 tablets of prostigmine and ephedrine, and was 
very much troubled by her bulbar manifestations. Sub- 
sequently, Urecholine was tried on this patient for 
periods ranging from 1-3 months, and on each occasion 
there was a generalized increase in muscle strength, a 
feeling of well-being, reduction of prostigmine require- 
ment, and no need for ephedrine. The sharp decline 
in muscle strength which in her case occurs regularly 
for 2-3 days before the menstrual flow was absent when 
on Urecholine. 

When off Urecholine for 4 months her general condi- 
tion greatly deteriorated and severe bulbar and ominous 
respiratory manifestations developed. Patient was ad- 
mitted for thymectomy. However, even after 4 weeks of 
complete bed rest, her bulbar muscles were resistant to 
prostigmine and respiratory excursions left much to be 
desired. Urecholine was administered to the patient in 
175 mgm. daily doses, and her bulbar manifestations, 
particularly as regards swallowing and speech, were 
partly relieved. The respiratory excursions increased by 
% to % inch and prostigmine requirement diminished 
by 10 tablets daily. A successful thymectomy was per- 
formed. After a stormy postoperative period, patient 
made an uneventful recovery and three months after the 
operation she can look after her home and children. The 
exophthalmos is no longer noticeable and the patient is 
taking less prostigmine (Table I). 

Urecholine administered to this patient in 175 mgm. 
daily doses has still further reduced her prostigmine 
intake and increased her muscle strength; only residual 
difficulty in speech remains, That this was not entirely 
due to the thymectomy operation was demonstrated when 
after three weeks Urecholine was discontinued; she re- 
turned to her pre-Urecholine state in a matter of five 
days and some difficulty with speech recurred. 
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CasE 4 


R.W.—This is a highly strung and active young boy 
of 15, who one year ago started complaining of tiredness 
while at a boarding school. Very sensitive, he tried to 
cover it up from his superiors, but after several months 
his weakness increased and he started with difficulty in 
swallowing, developed nasal speech and eventually, when 
a diagnosis of myasthenia was made, had to take 36 
tablets and also injections of prostigmine because of 
respiratory difficulties. 


Nine months after its onset the disease progressed 
so rapidly that little hope was given for his survival. 
Thymectomy was performed at the Mayo Clinic and a 
large thymus mass removed at operation. After a stormy 
postoperative period, the patient improved noticeably, 
his prostigmine requirement diminished slightly, and he 
regained power in his arms and legs to a considerable 
extent, and had no more respiratory difficulties. However, 
his speech was slurred and indistinct, and he could not 
chew or swallow solid food. Urecholine began with 100 
mgm. daily and after two days this was increased to 200 
mgm. After six days only, patient’s strength was markedly 
increased. He is feeling strong and well, finds that he 
can talk for most of the day, and is able to chew solid 
food and swallow it with no difficulty. At the same time 
his prostigmine requirement has further decreased and 
he is not taking any ephedrine. 


CasE 5 


C.M.—This young woman of 22 observed a generalized 
weakness at the age of 16; 144 years ponening this, diffi- 
culty in swallowing and trouble with speech occurred. 
Six months later nasal regurgitation of liquids and 
diplopia with ptosis started. Four years after the onset 
the patient became pregnant; in her last six months of 
pregnancy she required no medication and was symp- 
tom-free. She gave birth to a normally developed male 
child. However, he was limp, had ptosis and could not 
swallow, and for three months required large doses of 
prostigmine. After pregnancy the patient’s condition 
swiftly deteriorated and she could not walk, even on 
large doses of prostigmine. An attempt to treat this 
patient with ACTH and cortisone made her condition 
much worse and dangerous bulbar and respiratory mani- 
festations developed. After four days of hormonal 
therapy this was stopped and patient started on 
Urecholine, 200 mgm. daily for four days, followed by 
300 mgm. daily for four days, and 400 mgm. daily for 
two days. There was no improvement in her condition 
while taking this amount of Urecholine. Eventually she 
underwent thymectomy with an excellent clinical response. 


Case 6 


G.G.—This young woman, age 22, while visiting her 
brother’s farm ‘several years ago accidentally injured a 
calf. The day after the incident she had a fit of remorse 
and depression, and the following morning she woke 
up with a numb and expressionless face, nasal speech, 
and difficulty in swallowing. In the succeeding months 
her general condition deteriorated and the weakness, 
particularly of the bulbar musculature, increased. When 
first seen the patient was not on prostigmine and her 
response to ephedrine, gr. %4, twice daily, was evaluated 
for a period of several months. Afterwards Urecholine, 
200 mgm. daily, was substituted for one month. Com- 
paring the data obtained it would appear that in her 
case Urecholine was superior to ephedrine in maintaining 
the general muscular strength. The latter, however, was 
more effective in relieving some of her bulbar weakness. 
After this trial she was stabilized with 6-7 tablets pros- 
tigmine, and ephedrine gr. %4, twice daily, and on this 
dosage, although vastly improved, some of her bulbar 
manifestations persisted. Urecholine, 200 mgm. daily, 
has reduced her prostigmine intake to four. She is symp- 
tom-free and does not require any ephedrine. 
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CasE 7 


P.P.—This white woman, age 24, started with myas- 
thenia six years ago. The onset was insidious and the 
disease is mainly peripheral in character. This patient 
can control her weakness, which is never very great, 
with 3-5 tablets of prostigmine daily. 

Urecholine, 250 mgm. daily, given to this patient for 
one month produced some subjective improvement and 
some reduction in prostigmine dosage (2-3 tablets a 
day). After one month a placebo was substituted and al- 
though her general condition did not change very much 
she required more prostigmine (3-5 tablets), Subsequently, 
Urecholine in 200 to 250 mgm. daily doses was tried 
on this patient on numerous occasions, and the results 
obtained were essentially similar to those obtained in 
our first trial. The patient observed that the usual 
deterioration of her myasthenic condition during the 
menstrual flow did not occur while on Urecholine. 


Case 8 


C.0.—This white male, age 36, a very hard-working 
medical practitioner, developed myasthenia three years 
ago very shortly after a severe domestic conflict. 

A few weeks after its initial onset the weakness 
rapidly increased, involving the bulbar and peripheral 
musculature, and only incomplete relief from symptoms 
was obtained with 35 to 45 tablets of prostigmine and 
ephedrine gr. %4, twice a day. 

The patient started Urecholine, 50 mgm. daily for 
one meek and as no improvement was obtained this was 
increased to 100 mgm. for two weeks. There was no 
response to Urecholine at this dose level and the results 
were interpreted as a failure. Three months later, with 
more information available, he commenced Urecholine 
200 mgm. daily for four weeks, and during that time 
he felt much better. There was some lowering of pros- 
tigmine to 30-32 tablets a day, and he felt strong enough 
to go fishing, drive his car for long distances, and engage 
more actively in his practice. Because of shortage oF the 
drug, some uncertainty as to the proper maintenance 
level, and his fear to take what appeared to be a large 
amount of the drug, the dose was reduced to 100 mgm. 
daily for the next four months. During these four months 
he felt generally better, but his prostigmine requirement 
diminished but little. 

Because of shortage of the drug he was off Urecholine 
for three months and during that time his condition 
gradually deteriorated and he became increasingly re- 
sistant to prostigmine. He died suddenly in a myasthenic 
crisis, following a chest cold. 


Case 9 


B.S.—This 38-year-old white man started with myas- 
thenia five years ago. The onset was insidious in 
character and the symptoms were mostly confined to the 
bulbar musculature. Prior to the trial, the patient was 
taking 12 to 14 tablets of prostigmine daily and 
ephedrine, gr. %, b.id: On this regimen he managed 
to do some fairly heavy farm work, but at times had 
to rest for a few hours daily because of generalized 
weakness and occasionally required injections of pros- 
tigmine because of sudden attacks of generalized 
paralysis and collapse. Urecholine started with 100 mgm. 
daily for the first week; 200 mgm. daily in the 2nd week, 
and 300 mgm. daily in the 3rd and 4th weeks. With 
these amounts of medicine there were no abnormal 
intestinal, bladder or vasomotor phenomena. At the end 
of the first week of treatment this patient’s intake of 
rostigmine diminished from 12 tablets*to 6 or 7 tablets 
aily, he required no ephedrine and he noticed that the 
smaller doses of prostigmine with Urecholine were 
“more effective” than the larger doses of prostigmine, 
plus ephedrine, which he had been taking previously. 

His strength has increased and the ocular weakness 
and dysphagia are much improved. 

While on Urecholine he had no more abdominal 
cramps which he used to get with 12 tablets of prostig- 
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mine. After one month Urecholine was discontinued 
for four weeks and a placebo substituted. The patient 
did not notice any change in the first week but during 
his 2nd week on placebo a definite deterioration set in. 
The ocular manifestations of myasthenia increased, ab- 
dominal cramps returned and his prostigmine require- 
ment went up to 12 to 14 tablets per day. When 
Urecholine, 300 mgm. daily, was given once more to 
this patient a most striking improvement occurred. On 
the 3rd day his ocular myasthenia was improved so 
markedly that for the first time in 12 months he was 
able to drive his car alone. He required only 6-7 
prostigmine tablets a day, and stopped taking ephedrine. 
He continued on Urecholine for two months, feeling 
very well and taking about half of the pre-Urecholine 
dose of prostigmine. However, the shortage of Urecholine 
necessitated withdrawal of this drug for another month. 
Once again after a few days his general condition de- 
teriorated and he required more prostigmine. After one 
month the drug was given to him in a divided dose 
of 325 mgm. daily. After a few days the patient’s eye 
symptoms improved, he felt strong and prostigmine in- 
take decreased to 5-8 tablets daily. He continued with 
this amount of Urecholine for the next three months, 
and apart from some minor fluctuation improvement was 
maintained and prostigmine dosage reduced. There 
were no ill effects on 325 mgm. of Urecholine daily for 
— months, and no abnormal manifestations were 
noted. 

After the drug was discontinued he reverted to 12- 
14 tablets of prostigmine and his myasthenia became 
exacerbated. Subsequently, Urecholine was tested on 
this patient on numerous occasions, with a satisfactory 
improvement in symptoms and reduction in prostigmine 
dosage. 


Case 10 , 


W.S.—This highly intelligent and active white woman 
has been suffering from myasthenia for the last 25 years. 
In her case, there is a family history of hypothyroidism. 
The patient is also hypothyroid with a B.M.R. of -25, 
and she requires 24%4-2% gr. of thyroid daily. A study 
of her past history reveals a seesaw relationship between 
the thyroid state and her myasthenic condition. The 
larger doses of thyroid appear to exacerbate her symp- 
toms. The latter are mostly confined to the bulbar 
musculature, but at times there is a fair amount of 
generalized muscular weakness as well. Prior to Ure- 
choline, the patient obtained only incomplete relief from 
symptoms with 8 tablets of prostigmine and ephedri 
gr. %4, twice daily. After many years of setbacks and 
disillusionment, her attitude towards this trial was critical 
in the extreme. 

Urecholine started with 75 mgm. daily, and as no 
improvement was obtained after 10 days, this was in- 
creased to 150 mgm..and after a few days to 200 mgm. 
daily. At the latter dose level, a striking relief from 
symptoms was obtained. Her prostigmine requirement 
diminished and she discontinued ephedrine, which she 
has been taking for many years. The patient took her 
car on a long trip, a feat she had been unable to per- 
form for a long time, and she felt full of vigour and 
well-being. She states: “Having decreased prostigmine 
from 8 to 6 tablets daily, I increased Urecholine to 200 
mgm. daily. In the 16 days that I have been on this 
increased dosage I have enjoyed a better state of health 
than at any time since my relapse of a year and a half 
ago. I have risen in the morning free of that indescrib- 
able fatigue and weakness which characterize the 
myasthenic’s day, and have carried that feeling of well- 
being with me throughout the day, displaying endurance 
which has been quite remarkable for its constancy. 
The facial and eyelid muscles have been most respon- 
sive, both of which have shown more stubborn resist- 
ance to treatment at all times than any of the other 
symptoms. In the spontaneity of my smile I have lost the 
cause of an embarrassment which I have carried through 
the years. The weak, stiff sensation about the lips and 
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mouth seem to have given way to a freer, easier move- 
ment both morning and night, times when normally 
these muscles show greatest weakness. This I have been 
able to achieve on the reduced amount of prostigmine. 

“Summing up I may say that the combined use of 6 
prostigmine tablets and 200 mgm. Urecholine daily 
produces far more beneficial results than the greater 
amounts of prostigmine taken alone.” 

Patient maintained her improved state while on 
Urecholine. However, when this was discontinued after 
10 days she suffered a gradual exacerbation and _re- 
quired more prostigmine and at that time she describes 
her condition as follows: “My 25 days without it have 
convinced me of its worth, and enabled me to evaluate 


‘it properly. My condition during that period com- | 
pared unfavourably with the 16-day period preceding; 


in which time I took 200 mgm. Urecholine daily. Brief 
daily recordings, though they do not tell the whole 
story, reveal a decline in strength, with emphasis on the 
facial and neck muscles. Within two weeks I relapsed 
to my pre-Urecholine fluctuating status where I was 
‘up’ one day and ‘down’ the next, and unable to enjoy 
the same measure of good health. 

“, ... 1 am quite convinced that Urecholine is very 
beneficial to me . . . and my feeling has been con- 
firmed since resuming the drug six days ago. Yesterday 
and today (the sixth day) I have been very conscious 
of an increase in muscle tone of the neck and face. At 
this moment of writing, I can smile more naturally than 
at any time since I was stricken 25 years ago. Ure- 
choline, as a booster to prostigmine, has been more suc- 
cessful in treating my facial muscles than any previous 
drug employed.” 

The beneficial effects of Urecholine on this patient 
were confirmed on numerous occasions. She has become 
increasingly dependent on this drug. 


COMMENT 


It is difficult to assess a new form of therapy 
on a small number of patients, particularly when 
they are suffering from a fluctuating form of 
disease like myasthenia gravis. However, the re- 
sults of this investigation, which was extended 
over a three-year period, repeatedly indicate that 
the urethane choline ester, “Urecholine,” is bene- 
ficial in myasthenia gravis, and at times some 
very striking improvements were obtained in the 
majority of patients under trial. 

No such beneficial changes were observed in 
these patients when a placebo was substituted 
for Urecholine for periods varying from one to 
three months. In the two bulbar palsy patients, 
apart from symptoms of overdosage when more 
than 200 mgm. was given, Urecholine produced 
no beneficial effects. 

On a daily dose of 200 to 250 mgm. of Ure- 
choline, there was usually a latent period of five 
to 14 days before a definite increase in muscle 
strength could be observed. This improvement 
was most noticeable in the small muscles inner- 
vated by the cranial outflow, the intercostals and 
peripheral musculature in that order, and was 
not diminished by prostigmine resistance. In 
some of our patients a striking increase in muscle 
strength has been repeatedly obtained with 
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Urecholine, e.g., relief of myasthenic facies 
( W.S.), improved swallowing and speech (H.N., 
R.W., and G.G.), ability to perform intricate 
werk (H.B.), increased strength of arms and 
legs (B.S., G.G. and A.R.); later when Ure- 
choline was discontinued or a placebo substi- 
tuted a relapse occurred, thus leaving no doubt 
as to its efficacy in this disease. After Urecholine 
is discontinued there is usually a latent period 
of 7-14 days before the deterioration in muscle 
strength sets in. Coincidental with the clinical 
improvement in the 9 patients, their need for 
prostigmine lessened and they required no ephe- 
drine. (Table I. Patient A.R. required 45%; 
H.B., 55; H.N., 3414; R.W., 18; G.G. 30; P.P., 
3714; C.O., 1714; BS., 50; and W.S. 13% less 
prostigmine.) This improvement in muscle 
strength while on Urecholine and less prostig- 
mine was greater and better sustained than that 
observed on larger doses of prostigmine alone, 
or prostigmine with ephedrine. 


An attempt to maintain two of our patients 
(A.R. and H.B.) on very large doses (1 gm. 
daily) of Urecholine alone without prostigmine 
was unsuccessful. Although much stronger they 
still required some prostigmine. It is remarkable 
that apart from sweating no toxic phenomena 
were observed in the two myasthenia patients 
receiving this huge amount of drug. 


At a later date, patients A.R. and H.B. had 
their thymus gland removed and six months later 
they were tried again with Urecholine. In A.R. 
thymectomy has produced no improvement; if 
anything, her weakness increased and she re- 
quired more prostigmine, Urecholine, given to 
this patient in a 200 mgm. daily dose, has once 
more increased her muscle strength and reduced 
the prostigmine intake (Table I). 


Patient H.B. six months after thymectomy 
could be classified as belonging to the Group 
B of Keynes: “virtually well, minimal prostig- 
mine dosage” (Table I). When tried with 150 
mgm, of Urecholine she complained of a “jittery 
feeling, weakness, sweating and fainting.” An 
attempt to administer Urecholine to this patient 
on two different occasions was unsuccessful. In 
H.N. Urecholine in 175 mgm. doses daily was 
used for 14 days prior to the thymectomy. In 
her case some of the bulbar manifestations of 
myasthenia, as regards speech, swallowing and 
breathing, which were responding poorly to pros- 
tigmine, improved while on Urecholine and she 
required less prostigmine. While she was on 
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this combined prostigmine-Urecholine therapy, a 
successful thymectomy was performed. Three 
months after the operation there was a noticeable 
improvement in this patient’s strength, and she 
required less prostigmine (Table I). Urecholine 
in a 200 mgm. dose reduced her prostigmine in- 
take further, and produced an additional increase 
in muscle strength. : 

In R.W., who was never on Urecholine before, 
six weeks after the thymectomy operation this 
drug given in a 200 mgm. dose improved swal- 
lowing and speech, and he required less pros- 
tigmine, 

In four women (H.B., H.N., P.P. and G.G.) 
the usual deterioration in muscle strength, which 
slightly preceded and immediately followed the 
onset of menstrual flow, was absent when on 
Urecholine. 

In three patients (B.S., H.B. and H.N.), who 
had been experiencing some abdominal cramps 
after prostigmine, administration of the drug 
and the subsequent reduction in prostigmine 
have abolished this effect. 

The observation that a choline ester, which 
behaves like acetylcholine when introduced into 
the body, can produce an improvement in the 
muscle strength of myasthenia patients may be 
a valuable clue to the understanding of this dis- 
ease. However, it would be difficult to assume 
that this was due to the overstimulation and an 
overflow of acetylcholine from the parasym- 
pathetic nerve endings and accumulation of 
acetylcholine in the body. 

There was but little evidence of parasym- 
pathetic stimulation in our patients receiving 
very large amounts of this drug. For a time, the 
urethane (ethylcarbamate) component of Ure- 
choline was suspected as the responsible agent, 
firstly, on account of some slight structural simi- 
larity to prostigmine (dimethyl carbamic ester 
of 3 hydroxypheny] trimethyl ammonium methyl- 
sulphate), and secondly because of the possi- 
bility of its having induced a general thymus- 
lymphoid hypoplasia, assuming that these struc- 
tures are incriminated in the etiology of myas- 
thenia gravis. 

With this in mind a trial of urethane alone, in 
325 mgm. daily doses, was undertaken for two 
months on five patients with myasthenia gravis. 
Apart from minor fluctuations the data obtained 
showed it to be ineffective in reducing the pros- 
tigmine intake, or increasing muscle strength, al- 
though its sedative effect proved to be of some 
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limited value. Furthermore, in one of our pa- 
tients (H.N.) there was no histological evidence 
of thymus or lymphoid hypoplasia after being 
treated with Urecholine prior to thymectomy. 
Thus, with the amount of evidence at the moment 
available, our data tend to support Fraser’s origi- 
nal suggestion that in myasthenia, choline esters 
are utilized in the elaboration of a precursor, 
from which acetylcholine is set free at the neuro- 
muscular junction, and also that some defect of 
acetylcholine function is probably present in this 
disease. The mechanism of this phenomenon is 
not clear, 


SUMMARY 


1. In nine out of 10 myasthenia patients ob- 
served intermittently over the last three years, 
a urethane choline ester, “Urecholine,” when 
given in comparatively large doses has increased 
their muscle strength, and significantly lessened 
the need for prostigmine. 

2. This increase in muscle strength while on 
Urecholine plus less prostigmine was greater and 
better sustained than that observed on larger 
doses of prostigmine alone, or prostigmine with 
ephedrine. - 

3. Urecholine, while in no way replacing the 
value of prostigmine in myasthenia gravis, ap- 
pears to be a useful en in the treatment of 
this disease. : 

4. The patients cuales with myasthenia 
gravis possess a remarkable tolerance for very 
large doses of this drug. 


ADDENDUM 


Since the completion of this report it has been 
found that cyanocobalamin (vitamin B,,) in a 
one mgm. intramuscular daily dose, potentiates 
the action of Urecholine in myasthenia gravis. 


I am grateful to Dr. John Laurie, Medical Director, 
Merck & Co., Ltd., Canada, for the generous supplies of 
Urecholine (Urethane g-methylcholine chloride) over 
the last three years. 
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HISTAMINE THERAPY FOR 
SCHIZOPHRENIA: A FOLLOW-UP 
STUDY* 


A. HOFFER, Ph.D., M.D.t and 
S. PARSONS, M.S.W.,+ Regina, Sask. 


RESEARCH WORKERS interested in new therapeutic 
weapons that may be useful for the treatment of 
schizophrenia are faced with two dangers: (1) 
- They may claim therapeutic success for a new 


treatment where there is none. (2) They may 


miss a promising therapeutic agent because it 
has not been validated, Histamine biochemothe- 
rapy has been sporadically used since Gildea, 
Himwich, Hubbard and Fazekas’ in 1935 re- 
ported it as a potential weapon, and we are still 
uncertain whether it is of any use or not. 
Recently, the Sacklers and Van Ophuijsen” * * 
have summarized the literature on histamine and 
their own data, and they conclude that histamine 
therapy does have a place in the treatment of 
schizophrenia. On the contrary Hoch® concluded 
that the value of histamine therapy in schizo- 
phrenia was not proven. 

Because the early reports were encouraging, 
we started a clinical trial at the Munroe Wing, 
a psychiatric ward of the Regina General Hos- 
pital. The results have not been startling but 
perhaps our findings will be useful to other in- 
vestigators in this field. 


METHOpDS 


Only schizophrenics were accepted for his- 
tamine therapy. They were diagnosed by the 
clinical staff of the unit, whose diagnostic orienta- 
tion is very similar to that described by Polatin 
and Hoch* and Lewis and Piotrowski.’ 

Lewis and Piotrowski reported that nearly 50% 
of a group of hospitalized manic depressive and 
neurotic patients were eventually diagnosed as 
cases of schizophrenia. They found that this 
change was a diagnostic one and not a conver- 
sion of one condition into the other. Careful ex- 
amination on first admission would have led to 
the correct diagnosis if certain criteria had been 
evaluated. On the basis of this report, we have 
used ten diagnostic criteria for assessing the diag- 


*Saskatchewan Committee on Schizophrenic Research. 
Supported by the Department of National Health and 
Welfare, Canada. 

7Director of Psychiatric Research, Psychiatric Services 
Branch, Department of Public Health, Regina, Saskatche- 
wan. 

tSocial Worker, Psychiatric Services Branch, Department 
of Public Health, Regina, Saskatchewan. 
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nosis. These are (1) physical sensation with dis- 
sociation; (2) delusions regarding others; (3) 
delusions regarding physical objects; (4) feelings 
of physical isolation and personal unreality; (5) 
rapid fluctuation of affect and inappropriate 
affect; (6) a feeling of having changed; (7) 
speech disturbance and _ intellectual blocking; 
(8). uncontrolled repeated interrupted and 
anxious thoughts; (9) ideas of reference, bizarre 
paranoid ideas; and (10) seclusiveness main- 
tained or increased in hospital after one month’s 
hospitalization. 

The therapist examined the patients before 
and after treatment and gave dynamically 
oriented psychotherapy to his patients. The 
treatment schedule suggested by Sackler et al.* 
was rigidly followed. No control series was run, 
since it is impossible to run a placebo control 
which will duplicate the dramatic flushing and 
blood pressure reactions of histamine. Because 
of this flaw in design we had set a high percent- 
age remission rate, about 70%, as a requisite of 
therapeutic usefulness. This is well above the re- 
mission rate reported for any treatment by Appel, 
Myers and Scheflen.* 

After discharge the patients were followed up 
until the present. In the follow-up we were pri- 
marily concerned with the personal, social and 
vocational adjustment achieved by the 12 schizo- 
phrenics, We obtained our information by keep- 
ing contact with the patient, by personal inter- 
view or, where distance did not allow this, by 
letter. Additional information was obtained from 
relatives, friends, public health nurses and 
workers in the Department of Social Welfare. 
The psychiatric picture before the onset of the 
illness was obtained from the psychiatric and 
social histories, the major emphasis being again 
placed upon personal, social and vocational ad- 
justment. Two categories of improvement were 
used: (1) Was the patient psychiatrically im- 
proved just after discharge? (2) Was improve- 
ment maintained during follow-up observation? 
In the first category improvement was assessed 
by the therapist, using the usual psychiatric 
criteria, such as loss of hallucinations, loss of 
delusions, and improved interpersonal relations. 
In the second category the patient was consid- 
ered improved only if his status in the three 
areas listed equalled or surpassed the adjust- 
ment which he had made before the onset of 
the illness. 
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RESULTS 


Twelve patients received this therapy. The 
immediate and follow-up results are shown in 
Table I. 


TABLE I. 
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Condition on 











Case | Age Sex Discharge Follow-up 
1 23 Male Improved Not improved 
2 20 Male Improved Improved 
3 45 Male | Not improved | Not improved 
4 23 Male Improved Improved 
5 40 | Female Improved Not improved 
6 33 | Female | Not improved | Not improved 
7 15 | Female Improved Improved 
33 | Female Improved Not improved 
9 33 | Female Improved Not improved 
10 24 | Female Improved Not improved 
11 24 | Female Improved Improved 
12 34 Male | Not improved | Not improved 





In Table II the presence of these criteria for 
each of our patients is shown by an x and the 
total score. According to Lewis and Piotrowski 
the mean schizophrenic score is 3.3. 


TABLE II. 
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Diacnostic CRITERIA FOR THE HIsTAMINE TREATED 
PaTIENTs (LEWIS AND PIOTROWSKI). 
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a. x x x 4 
aX tS Se ee ee 8 
G6 x x x x x 5 
SR x S's 4 
Sa x x x 4 
9 As % 3 

1x x » Ae 4 
11 x x 2 
12 x 3 





We now present the social history of each pa- 
tient before and after treatment, omitting a de- 
tailed psychiatric history and ward progress 
notes. These are available in mimeographed 
sheets for anyone interested. 


CasE 1 


Mr. Y., age 23. The illness started in 1947 at age 18, 
when the patient was told he would have to leave home 
and earn his own living. He was unable to mix with 
people, take part in social activities or hold a job. Each 
time he lost his job he returned home but each time was 
sent away again. He became progressively more with- 
drawn and was admitted to hospital on March 4, 1952, 
and discharged on June 17, 1952. 
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When discharged the patient appeared slightly im- 
proved. He was able to mix better with people and 
seemed to feel less insecure. However, following -dis- 
charge the patient quickly returned to his former be- 
haviour and has been unable to adjust to the community. 
One year after discharge the patient was living with his 
married sister, still unemployed. He had obtained four 
different jobs since discharge but had not been able to 
hold any. He feels “funny” in the city where he lives 
because he knows so many people but feels he has no 
friends. He spends most of his time at the movies and 
reading Western stories. This patient is considered as 
not having responded to treatment. 


CasE 2 


Mr. C., age 20. The illness appeared in 1949 at age 
18. His mother died in 1945 and his father in 1948. 
His brother moved away in 1948 and the patient felt 
“alone in the world.” He was admitted to hospital on 
June 27, 1951, and discharged on September 13, 1951. 
After histamine treatment there was a marked change 
in his capacity to relate to his environment and he was 
able to enjoy life and plan for the future. 


Two years after discharge the patient appears to have 
made a good adjustment to the community. He has many 
friends who feel that he is doing exceptionally well and 
he leads an active social life. Following discharge the 

atient worked as a labourer but has since taken a 
usiness course and is now employed in an office. The 
patient is considered as having responded to treatment. 


CasE 3 


Mr. M., age 45. This illness appeared in October 
1951, with no apparent precipitating factors. He was 
admitted to hospital on December 28, 1951. Having 
shown no improvement by March 10, 1952, he was 
transferred to a Saskatchewan hospital. In June 1952 
he was given trial leave. Eighteen months after leavit 
the hospital the patient continues to live in the shateneed 
environment of home. He has been unable to take over 
his normal work and responsibility and remains quite 
withdrawn. This patient has not responded to histamine 
treatment. 


Case 4 


Mr. P., age 23. At age 16 the illness first occurred but 
was not sufficiently severe to require hospitalization. He 
was hospitalized for one month in 1948. The next hos- 
pitalization was from April 1952 to August 23, 1952. 
He received histamine therapy. When discharged he 
appeared to have more pone i in himself and was 
quite active during games and in other recreational 
activities. One and one half years after discharge the 
patient feels quite well and he feels that his improve- 
ment is progressive. His relationships with his family and 
friends are satisfactory and he is active socially. He has 
worked steadily since discharge. This patient we con- 
sider has responded to treatment. 


CasE 5 


Mrs. A., age 40. The illness first occurred in 1949 
but admission did not take place until August 7, 1951. 
On discharge in November 1951, there was a slight 
improvement but soon after returning home her former 
behaviour returned. In February 1952, the patient was 
certified to a Saskatchewan hospital and given trial leave 
in March 1952, Since returning home there has been 
little change in the patient’s condition and two years 
after her discharge from the Munroe Wing the patient, 
very ill, remains under the supervision of a Mental 
Health Clinic. The patient has not responded to histamine 
therapy. 
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Case 6 


Mrs. T., age 33. The illness started in 1948 when the 
patient was separated from her husband for one year. 
When her husband was accidentally killed in 1951, her 
symptoms became much intensified. The patient was ad- 
mitted May 12, 1952, and showing no improvement was 
transferred to a Saskatchewan hospital on August 20, 
1952. The patient was given trial leave in October 1952. 
One year after discharge she is still out of hospital but 
lives with her parents. She is unable to mix with people 
and remains withdrawn with a very limited social life. 
She does a little work around the house but has made 
no effort to obtain work and become self-supporting. 


_This patient has not responded to treatment. 


Case 7 


Miss T., age 15. The illness first occurred at age 15 
in 1951 when the patient left home to attend high 
school in town. The patient was admitted to hospital 
October 23, 1951, and discharged November 1952. She 
began attending high school before discharge and has 
continued to adjust well in the community. She has 
improved her interpersonal relationships, improved her 
social activity and is a very good student. This patient 
has responded to treatment. 


Case 8 


Mrs. B., age 33. The onset of this illness appears to 
have been just after her father’s death in 1946. The 
symptoms then became progressively worse and the 
patient was admitted on July 10, 1952. She was dis- 
charged slightly improved on September 15, 1952, but 
upon returning home her symptoms returned. One year 
after her discharge the patient’s doctor has once more 
referred her for admission. This patient has not re- 
sponded to treatment. 


CasE 9 


Mrs. F., age 33. The illness first occurred at age 30. 
She was treated at a private hospital in Canada in 1949 
and again in 1950. She was admitted here in October 
1951 and discharged February 9, 1952. She was improved 
on discharge and maintained this improvement until 
December 1952, when her symptoms reappeared and 
she returned. She was again discharged in February 
1953, and since then has made an adequate adjustment. 
However, since her second discharge she has been _re- 
ceiving continuous treatment and is considered as’ not 
having responded to histamine therapy. 


CasE 10 


Mrs. Z., age 24. The illness occurred post-partum 
(primipara) in 1951. She was admitted on March 13, 
1952, and discharged on May 31, 1952, slightly improved. 
Upon returning home all her symptoms reappeared. One 
year after discharge the patient was much the same as 
she had been. Her interpersonal relationships were poor, 
her social activities were limited and she had difficulty 
in handling her housework. She has not responded to 
treatment. 


CaseE 11 


Miss F., age 24. The illness occurred in 1951. She was 
living with her brother and sister-in-law. With the arrival 
of their baby she felt very neglected. She was admitted 
to hospital on March 10, 1952, and discharged on July 
19, 1952. Following histamine therapy this patient was 
happy and vivacious and quite spontaneous in behaviour. 
One year after discharge the patient appears to have 
made a good adjustment to the community. Hey inter- 
personal relationships are much improved, she is active 
socially and she has worked steadily. This patient has 
responded to treatment. 
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CasE 12 


Mr. F., age 34. The patient developed somatic com- 
— about 14 years ago. For the past year he has 
ecome more withdrawn and spends his time reading 
comics and daydreaming about girls. The patient was 
admitted to hospital in the spring of 1952, and dis- 
charged in August 1952. He refused follow-up therapy 
as an outpatient and since discharge has been very 
seclusive, living with his parents and slowly deteriorat- 
ing. This patient has not responded to therapy. 


DIscussION 


One of the most interesting facts found from 
the follow-up survey was that all 12 schizo- 
phrenic patients who received histamine therapy 
at the Munroe Wing are living in the community. 
If the only criteria of improvement were dis- 
charge from hospital, we might claim a perfeet 
treatment response. However, if we follow the 
criteria established for normal adjustment, only 
cases 2, 4, 7, and 11 have been able to attain 
a satisfactory adjustment in the areas of inter- 
personal relationships, social activities and voca- 
tion. Cases 2, 4, and 11 were able to achieve their 
improvement without seeking further psychiatric 
help after discharge but Case 7 remained in hos- 
pital for nine months following completion of 
histamine therapy and has continued on an out- 
patient basis since discharge. In each of the four 
cases the improvement appears to have been 
progressive, and there has been a slow integration 
of the person into the community. Also, each of 
the four appears to have reached a point in voca- 
tional, social and’ personal adjustment which is 
above what they were able to attain at any time 
before their illness. 

Cases 1, 5, 8, 9, and 10 were slightly improved 
on discharge but quickly relapsed. All the eight 
patients who are not improved at follow-up have 
not attained their pre-morbid personality adjust- 
ment, Cases 1, 8 and 12 have received no addi- 
tional psychiatric help and are becoming pro- 
gressively more ill. Case 8 is on our waiting list 
for readmission, Cases 3, 5, 6, 9, and 10 have all 
received additional psychiatric help since dis- 
charge from this hospital and Cases 3 and 6 re- 
ceived additional treatment in a Saskatchewan 
hospital and have remained in a sheltered en- 
vironment since discharge from that institution. 

It appears that although the 12 patients are all 
living in the community only four have made a 
satisfactory adjustment. Three of the remainder 
will soon need admission. The remaining five 
have all received additional psychiatric treat- 
ment with indications that it is this continued 
treatment which is keeping three in the com- 
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munity. Two who have completed their addi- 
tional treatment are living in sheltered environ- 
ments. 


There is no indication that duration of illness 
has affected the response to histamine treatment. 
Of the four who have made a normal adjustment 
to the community three received histamine dur- 
ing their first admission to a psychiatric hospital 
and the fourth received this treatment during 
the second admission. Of the eight who were 
unable to adjust to the community six received 
histamine therapy during their first admission, 
one receiving this treatment during the second 
admission and one during a third admission. 


Sex appears not to influence response, since 
two males and two females responded whereas 
five females and three males did not respond. 

Perhaps age is the significant factor. The group 
who responded to treatment were all under age 
25 (ages 15, 20, 23 and 24: mean 20.5). The 
ages of the non-responsive group were 28, 24, 33, 
33, 33, 34, 40 and 45 (mean 33). 

The conclusion appears to be that histamine 
therapy is likely to prove beneficial to about one- 
third of a group of schizophrenics and then only 
to the members of the group below age 25. Thus 
it does not appear to hold much promise as a 
general treatment for certifiable schizophrenics. 
However, this evaluation may be too harsh, It 
is possible that there is a small group of schizo- 
phrenics who will respond well to histamine 
therapy. Would they have also responded to 
ECT or to other treatments? Furthermore, if 
biochemical factors do play a role in the etiology 
of schizophrenia and if these factors are so 
modified by the histamine treatment that the 
illness enters remission, it seems too much to 
expect that the illness will remain in remission 
after treatment has been discontinued. At dis- 
charge nine of the twelve were psychiatrically 
sufficiently improved to permit discharge back 
to their community. Would these nine all have 
remained improved if they could have been given 
daily medication with histamine, obviously an im- 
possibility with the present type of histamine 
therapy? Would a daily injection of slowly re- 
leased histamine have melee them in remis- 
sion? 

This small follow-up study has convinced us 
that no treatment can be adequately evaluated 
unless the patients are followed in the community 
for a long period of time. The improvement on 
discharge does not give a true account of* the 
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patient’s psychiatric and social condition. The 
discharge of a patient from hospital does not 
depend only upon his psychiatric status but also 
on the duration of his hospitalization, the pres- 
sure of the waiting list, the pressure from his 
family and the pressure upon the psychiatrist 
to show therapeutic results. Had we used only 
the evaluation on discharge, we would have 
claimed that histamine is a most useful treat- 


ment. 


Perhaps we shall eventually characterize schi- 
zophrenics by the treatment to which they 
have responded; the disease will include his- 
tamine-responsive, ECT-responsive and insulin- 
responsive schizophrenia. Above all, we need 
physiological prognostic methods for determining 
in advance which patients will respond to treat- 
ment. Once the physiological type is character- 
ized, we can expect improved therapeutic results, 


CONCLUSION 


Twelve acute schizophrenic patients were 
given histamine therapy as recommended by 
Sackler et al.?»*»*+ Of the twelve, nine were im- 
proved on discharge, but only four retained their 
improvement at follow-up. The four who re- 
mained improved are better than they were be- 
fore their illness and they comprise the group of 
schizophrenics under age 25. Of the eight who 
did not improve only two were under age 25. 
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THE EFFECT OF INTRAVENOUS 
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J. A. F. STEVENSON, M.D.,* 
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BEFORE an anti-hypertensive drug is adopted for 


routine clinical use, it is essential to evaluate its © 


renal effects because of the intimate relationship 
between hypertension and renal function, Ver- 
atrum viride, hexamethonium chloride and I- 
hydrazinophthalazine chloride (Apresoline) are 
presently considered the most efficacious anti- 
hypertensive agents. We have established a rel- 
atively simple investigational routine for evalua- 
tion of effects of these drugs on renal function. 
This report concerns our evaluation of some renal 
effects of veratrum viride. Further studies on hex- 
amethonium chloride are in progress. 


The general impression gained from the litera- 


ture is that the veratrum alkaloids produce an 
initia] reduction in both renal plasma flow (R P F) 
and glomerular filtration rate (G F R) associated 
with the marked lowering of blood pressure. 
These values for renal function return to control 
levels in three to four hours, although the blood 
pressure continues to be reduced. These effects 
have been observed by Meilman,':’ Freis et al.,? 
Kaplan et al.» Goldman and Frierson,‘ and 
Hoobler et al.* Other hemodynamic effects 
which have been observed are a decrease in 
peripheral resistance, renal vasodilatation, brady- 
cardia, and improvement in the ballistocardio- 
gram, but no change in cardiac output.’ * > % 7 


There is little information, however, on effects 
of the veratrum alkaloids on renal tubular func- 
tion and urinary electrolyte excretion. Freis et al. 
have reported an increased tubular reabsorption 
of water and oliguria despite return of R P F 
and G F R tto control values.2, Goldman and 
Frierson have also observed this initia] oliguria 
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during the first four hours. of veratrum adminis- 
tration.‘ They report that it was not completely 
eliminated at the end of ten hours. In toxemia 
of pregnancy, Assali has noted oliguria following 
veratrum administration despite return of urea 
clearance to control values.® In the same cases, he 
failed to find any renal retention of sodium with 
this therapy.? Conversely, Meilman has observed 
renal retention of sodium and water with verat- 
rum administration in this condition.® * '° 

If sodium and water retention are produced, 
this would counterbalance and oppose the blood 
pressure lowering effects of veratrum therapy. 
The consequent hypervolemia would further 
strain the heart by requiring an increased cardiac 
output. In general, our results have shown that 
the intravenous administration of veratrum pro- 
duces a renal retention of sodium and water, but 
that subsequent to administration this retention 
effect disappears. 


MATERIALS AND METHODS 


Nine patients with hypertension were studied. 
Clinical data including age, duration of hyper- 
tension, symptomatology, cardiac enlargement, 
electrocardiographic changes, changes in the optic 
fundi, blood urea nitrogen, proteinuria and organ 
decompensation are given in Table I. The patients 
were all white males with the exception of one 
(7) who was a male North American Indian. Two 
patients (4 and 6) had had bilateral thoraco- 
lumbar sympathectomies performed six years be- 
fore our study. All had the benign form of essen- 
tial hypertension except patients 1 and 8, who, on 
the basis of proteinuria, fundal changes and 
elevated blood urea nitrogen, were in a transition 
stage to the malignant disease, and patient 2 
whose hypertension was secondary to chronic 
glomerulonephritis. 

In each patient the renal responses to the 
intravenous administration of veratrum viride 
were studied during a_ twelve-day period, 
throughout which the patient was maintained on 
a constant intake of sodium and potassium to 
obviate any dietary influence on urinary electro- 
lyte output. To ensure uniform intake, each of 
the various items of the diet was purchased in 
one lot and identical weighed servings were 
given for each breakfast, dinner and supper. 

There were five test days during the twelve- 
day study. On the test day, the patients were 
kept in bed and urine was collected by inlying 
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TABLE I. 
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CLINICAL Data IN PATIENTS 




































































| 
Dura- 
tion 
Highest! of Blood urea Organ 
B.P. | hyper- Cardio- Eye Protein- nitrogen | decompen- 
Patient | Age| recorded| tension | Symptoms | megaly grounds E.C.G. uria mgm. /100 sation 
ml. 
1 40 |220/150) 8 vrs. Headache | . 0 Arteriolar Myocardial ++ 39 0 
dizziness spasm, A/V ischemia 
palpitation compression, 
1 hemorrhage 
2 29 |160/108| 7 yrs. Headache 0 Normal Left axis oo 27 Chronic 
dizziness deviation glomerulo- 
fatiguability nephritis 
3 38 |180/110) 8 yrs. Headache 0 Arteriolar Normal 0 18 0 
spasm 
4 41 |240/140} 10 yrs. Dyspnoea 0 Normal Left axis 0 18 0 
headache ‘deviation (sympa- 
epistaxis thectomy) 
blurring 
vision 
5 40 |170/114; 10 yrs. | Headache 0 Arteriolar Left axis ++ 18 0 
dizziness spasm deviation 
palpitation 
6 51 |214/142| 9 yrs. 0 + Arteriolar Left + 25 Myo- 
spasm, A/V | ventricular cardial 
compression | hypertrophy infarct. 
Cerebro- 
vascular 
accident 
| (sympa- 
thectomy) 
7 48 |210/140| 7 yrs. Dyspnoea + Normal Left 0 34 0 
headache ventricular 
strain 
8 57 |250/144| 3 yrs. Dizziness + Arteriolar Left ++++ 44 0 
substernal spasm, A/V ventricular 
pain on compression strain 
| exertion 
9 61 |235/130} 8 yrs. Dizziness 0 Normal Left axis 0 24 0 
headache deviation 
epistaxis 





catheter over two-hour intervals for eight hours, 
9 a.m. to 5 p.m, For the remainder of the twenty- 
four hour observation, 5 p.m, to 9 a.m., the urine 
was collected as one sixteen-hour specimen. 
Blood pressure was measured and blood speci- 
mens were taken at two-hour intervals (i.e., B.P. 
at 9 and 11 am., and 1, 3 and 5 p.m.; blood 
specimens at 10 a.m., 12 noon, and 2 and 4 p.m.). 
A preliminary control day without laboratory 
determinations on Day 3 accustomed the patients 
to the procedure. Day 5 and Day 10 were control 
days. On Day 7 and Day 12, intravenous verat- 
rum viride was given during the eight-hour 
period, 9 a.m. to 5 p.m.; on these days blood pres- 


sure and pulse rate were taken at more frequent 
(4 minute) intervals. 

Urine volumes were measured and aliquots 
analyzed for sodium, potassium and creatinine 
during each of the various measured time peri- 
ods. Similar determinations were made on the 
blood specimens. The glomerular filtration rate 
for each period was calculated from the urine 
flow and the urinary and serum creatinine levels 
by the method of Schoch and Camara." The 
electrolyte intakes on control and experimental 
days were’ determined on homogenized aliquots 
of all the meals as total twenty-four hour values 
(9 a.m. to 9 a.m.). All electrolyte determinations 
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were performed on the Perkin Elmer flame 
photometer, Model 52C, employing the lithium 
internal standard method of analysis. Urine and 
serum creatinine levels were determined by the 
method of Folin as modified by Hawk, Oser and 
Summerson.’* 

Veratrum viride alkaloid (Veriloid) dissolved 
in 0.25% acetic acid and diluted from 72 to 82% 
in five per cent aqueous glucose (depending on 
body weight) was given intravenously by syr- 


‘inge. Administration began at 9 a.m. on the. 


experimental days and was continued until a 
pronounced fall in blood pressure occurred. If 
the blood pressure subsequently rose during the 
9 a.m. to 5 p.m. period, more intravenous verat- 
rum was administered. The average of the two 
total. doses for each patient is shown in Table II. 


RESULTS 


Tables II and III present the results of the 
eight-hour (9 .am. to 5 p.m.) experimental period 
and the sixteen-hour (5 p.m. to 9 a.m.) post- 
experimental period respectively; in each table 
the average of all determinations for both control 
periods appears in column 1 and for both verat- 
rum periods in column 2. Rates of urine flow and 


TABLE III. 
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glomerular filtration are given in millilitres per 
minute (ml./min.). Electrolyte outputs are pre- 
sented in terms of micro-milliequivalents per 
minute (».mEq./min.). Electrolyte intakes are 
given in terms of grams per twenty-four hours 
(gm./24 hr.). Both tables have been statistically 
analyzed and the mean difference of control and 
experimental periods + S.E.M. and P value are 
presented. Figures 1 and 2-show results of the 
full twenty-four hour studies graphically and in 
more detail in cases 1 and 8 respectively. For 
greater convenience, electrolyte intakes in these 
figures are expressed in micro-milliequivalents 
per minute (».mEq./min. ). 

Comparison of data for control and experi- 
mental periods in Table II shows that veratrum 
had a marked and significant effect in lowering 
both systolic and diastolic blood pressures and in 
decreasing cardiac rate. The slight change pro- 
duced in G F R was not significant. There was 
no significant change in electrolyte intakes during 
control and therapy periods. Urinary electrolyte 
outputs could not, therefore, be influenced by 
change of intake. The slight change produced in 
rate of urinary potassium excretion by veratrum 
administration was not significant. No significant 


BLoop PRESSURE AND RENAL FUNCTION FOLLOWING INTRAVENOUS VERATRUM VIRIDE 





Diastolic | 
Systolic blood** blood** 


mm.Hg. mm.Hg. Pulse** 
Patient| 1 





G.F.R. Urine flow Urinary Naexcre-|Urinary K excre- 
pressure pressure ml. /min. ml. /min. 


tion 'm.Eq./min. tion 
mEq. /min. 


-8} 105; 97) -8| 79) 82) +3) 78) 78) 0/0.68)0.61| -0.07| 40 


130| -9| 100} 92| -8| 


181; -14! 141] 130) -11 
134) -30| 98] 76) -22 


difference 


+ §.E.M. -7.7 = 3:8 -6.2 + 3.5 -2.9 + 3.1 -2.3 + 2.8 | +0.046 + .0388| +4.2 + 4.7 
>0.10 


P | >0.05 >0.10 
<0.10 


90} -22/0.39/0.48}+0.09| 36 


-1.2 + 1.6 


*Column 1—Control period (5 p.m. to 9 a.m.) values averaged. 
Column 2—Experimental period (5 p.m. to,9 a.m.) values averaged. 


Column 3—Difference ( 2 - 1). 


**Blood Pressure and Pulse taken 9 a.m., end of 16-hour period. , 
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change was produced in serum electrolytes. 
There was, however, a marked and significant 
decrease in rate of urinary sodium excretion in 
all cases except Patient 1, who showed an in- 
crease. Rate of urine flow was also significantly 
reduced in all cases with the exception of Patients 
1 and 7, in whom there were only slight reduction 
and increased rate of flow respectively. 

Table III shows that in the sixteen hours sub- 
sequent to termination of veratrum administra- 
tion (5 p.m. to 9 a.m.), blood pressure, pulse rate 
and rate of urine flow returned to or near to con- 
trol values. Rates of urinary sodium excretion 
returned to or even exceeded control values ex- 
cept in three patients (2, 4 and 5). In these cases, 
however, the rate increased after veratrum ad- 
ministration ended. The G F R and rate of 
urinary potassium excretion showed no significant 
change from control values. 

The effects of intravenous administration of 
veratrum viride on blood pressure and renal 
function which are considered typical of the 
group are seen graphically in Patient 8 (Fig. 1). 
Veratrum produced little or no change in G F R 
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or potassium excretion. There was a well marked 
reduction in blood pressure, pulse rate and rates 
of urine flow and sodium excretion, These values 
returned to control levels in the 16 hours 
following cessation of veratrum administration. 
An atypical response was observed in Patient 1 
(Fig. 2). In this case, veratrum produced a pro- 
nounced increase in the rate of urinary sodium 
excretion with no reduction of the rate of urine 
flow. There was a marked reduction in blood 
pressure and pulse rate with little or no effect on 
G F R and potassium excretion, as in Patient 8. 

A ballistocardiogram was taken on Patient 1 
after blood pressure had been reduced. There 
was considerable improvement compared with a 
control tracing. This has been reported else- 
where.® Each patient experienced slight nausea 
and retrosternal tingling with veratrum adminis- 
tration. Subsequent to investigation, each patient 
was given oral veratrum therapy and followed 
in the Cardiac Clinic. This therapy lowered 
the blood pressure and decreased the symptoms 
in all cases, Proteinuria decreased. The fundi in 
Patient 1 showed marked improvement. 
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Fig. 1.—Response of blood pressure and renal function to intravenous veratrum (Veriloid) 
in Patient 8. Data presented for two-hour periods (9 a.m. to 5 p.m.) and 16-hour periods (5 p.m. 
to 9 a.m.). Note marked decrease in rates of urinary sodium excretion and urine flow on experi- 
mental days. These values return to control levels in 16-hour periods after cessation of veratrum 


administration, 
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, Fig. 2.—Response of blood pressure and renal function to intravenous veratrum (Veriloid) 
in Patient 1. Data presented for periods similar to Fig. 1. Note sodium diuresis on experimental 
days. Sodium intake 9 a.m. to 5 p.m. from homogenized aliquot of breakfast and dinner; 5 p.m. 
to 9 a.m. from homogenized aliquot of supper and bed-time feeding. 


DIscussION 


The exact site of action of the veratrum alka- 
loids is unknown. Some evidence indicates that 
the site is in visceral afferent pathways, while 
other suggests that it is in arteriolar muscula- 
ture.!® The toxic side-effects of nausea and vomit- 
ing are probably the result of a direct action on 
the medullary vomiting centre. There is no evi- 
dence, however, for a direct depressant effect on 
the de-afferented vasomotor centre. The site of 
pharmacological action requires further study. 

The hemodynamic effects in the hypertensive 
patient have already been discussed. These in- 
clude widespread peripheral arteriolar dilatation 
with decrease in peripheral resistance, no change 
in cardiac output, bradycardia and ballistocardio- 
graphic improvement. There is renal vasodilata- 
tion accompanied by an initial (20 min.) lower- 
ing of G F R and R P F, which subsequently 
return to control levels.” 7 Our work gives con- 
firmation that there is no serious effect on G F R. 
Further, with the exception of Patients 1 and 7, 
our cases have demonstrated renal retention of 
both water and sodium accompanying lowered 
blood pressure, as noted by others.® *° 7° We have 


found that, in the 16 hours subsequent to 
administration, the oliguria and sodium retention 
diminish and disappear as the blood pressure 
rises to control values. 


The oliguria and sodium retention following 
veratrum administration continue independently 
of any-reduction in G F R. Since there is no 
reduction in the amount of glomerular filtrate, it 
must be concluded that these effects are the re- 
sult of increased renal tubular reabsorption. This 
could occur from any of three causes: a specific 
effect of veratrum on the renal tubular epithe- 
lium, a hemodynamic effect or an endocrine 
effect. The exact fate of veratrum in vivo is un- 
known; there is scant evidence that it is excreted 
by tHe kidney.’* The acute lowering of blood 
pressure in the hypertensive patient is undoubt- 
edly a stress. This may stimulate the adrenal 
cortex and the posterior pituitary, producing an 
increased secretion of mineral corticoids and 
ADH, causing increased tubular reabsorp- 
tion of sodium and water. The oliguria and renal 
retention of sodium are, however, more probably 
a specific hemodynamic effect. Goldman and 
Frierson‘ have surmised that there is an active 
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glomerular efferent arteriolar constriction which 
persists eight to ten hours after veratrum admin- 
istration. If this does occur, it may produce renal 
tubular ischzemia, leading to increased reabsorp- 
tion. Alternatively, transitory tubular ischemia 
produced by the initial reduction of renal blood 
flow may be sufficient to cause prolonged oliguria 
and sodium retention. 

The improvement in the optic fundi noted in 
Patient 1 is similar to that reported by White.’* 
- The ballistocardiographic improvement in this 


patient is similar to the results of Freis et al? 


Oliguria and sodium retention were not observed 
in this patient. In Patient 7, sodium retention but 
no oliguria occurred. These effects do not cor- 
respond to the typical response of our group. 
Although difficult to explain, it would appear that 
veratrum administration had an atypical effect on 
tubular reabsorption in these patients. In Patient 
1, there was decreased reabsorption of sodium; in 
Patient 7, there was decreased reabsorption of 
water. 


SUMMARY AND CONCLUSIONS 


1. The response of blood pressure and renal 
function to the intravenous administration of 
veratrum viride has been studied in eight patients 
with essential hypertension and one patient with 
hypertension secondary to chronic glomerulo- 
nephritis. 
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2. The general response was a decrease in 
blood pressure and pulse rate with oliguria and 
sodium retention, There was little or no effect on 
glomerular filtration rate, rate of urinary potas- 
sium excretion, and serum electrolytes. 

3. The oliguria and sodium retention disap- 
peared in the 16-hour period following veratrum 
administration. 

4, These effects are the result of an increased 
renal tubular reabsorption of water and sodium, 
probably caused by ischemia of renal tubules 
associated with the initial reduction of blood 
pressure, or an active glomerular efferent arter- 
iolar constriction. 
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PARADOXICAL DIARRH@GE&A 
IN CHILDHOOD* 


REGINALD WILSON, M.D., F.R.C.P.[C.], 
in collaboration with 
C. H. GUNDRY, M.D.,t Vancouver, B.C. 


IN PADIATRIC PRACTICE it is not uncommon for a 
mother to bring her child to the physician with 
the complaint that the youngster suffers from a 
frequency of small watery bowel movements. 
Sometimes these result in involuntary soiling. 
She will usually describe the problem as diar- 
rhoea and in fact the child may have been pre- 
viously treated with measures ordinarily used 
for the correction of diarrhoea. Closer enquiry 
by the physician may uncover the fact that there 


*From the pediatric wards of the Vancouver General 
Hospital and the Department of Pediatrics, University of 
British Columbia. 

7Director, Division of Mental 
Health Committee. 


Hygiene, Metropolitan 


is a partial fecal incontinence and that the de- 
sire for defecation is not heralded by the usual 
warning sensations. In these circumstances a 
digital examination will reveal the rectum to 
be solidly packed with hard feces. This syn- 
drome has been previously known under many 
names such as spurious diarrhoea, fecal inpac- 
tion with overflow, or fecal incontinence. 
Kanzow' in Germany has discussed a similar 
condition in adults under the term “obstipatio 
paradoxa” (paradoxical constipation). In our 
opinion these names are unsatisfactory, for the 
presenting symptom in this complex is diarrhcea, 
although the underlying factor in reality is 
chronic constipation leading to feecal impaction 
and resultant overflow of liquid stools. In these 
circumstances it is the symptom of diarrhaea 
which is paradoxical. For this reason we have 
introduced the term “paradoxical diarrhaea” for 
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this syndrome as we consider that it most aptly 
describes the condition under discussion. 


This problem has not received the emphasis 
which its frequency and importance justify. 
It is seldom described specifically in the stand- 
ard textbooks, but may be referred to briefly 
under megacolon or with the disorders of be- 
haviour. Scientific papers on the subject have 
been uncommon until recently, when interest in 
the subject was stimulated by the work of Swen- 
son and Bill,? Bodian,* Zuelzer and Wilson‘ and 
Swenson et al.,° on the pathological changes in 
true megacolon (Hirschsprung*). They em- 
phasize the value of differentiating functional or 
psychogenic megacolon from true or neurogenic 
megacolon (Hirschsprung’s disease) now that 
Swenson and co-authors®*® have devised a 
rational surgical treatment for the latter. 

Many physicians are still unfamiliar with the 
occurrence of this type of diarrhoea in children, 
and as a result mistakes in diagnosis are fre- 
quent and correct treatment is often delayed. 
For these reasons and to emphasize the diag- 
nostic and therapeutic features of the syndrome, 
we have analyzed the records of ten recently 
observed cases (Table I). Three of these cases 
have been chosen to illustrate special features 
and will be described in detail. From the results 
of the enquiry, the characteristic clinical 
features of the condition will be discussed. 


INCIDENCE 


In this series there were four girls and six 
boys. Their ages ranged from three to 12 years, 
with the highest incidence from seven to nine 
years. It is interesting to note that geriatricians 
report a high incidence of this condition in the 
aged. It is a disease common to the extremes of 
age. 


ETIOLOGY 


The etiology of this disease is similar to that 
of chronic constipation at any age. In children 
the following factors predominate: (1) Inhibi- 
tion: Activity of the defecation reflex will 
be diminished if the sensation of a full 
rectum. is repeatedly ignored or suppressed. 
Similarly an anal fissure with consequent spasm, 
pain and fear may be the factor which initiates 
inhibition of the reflex. (2) Poor habit formation: 
Inadequate parental supervision contributes to 
the failure to develop a regular bowel fKabit. 
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(3) Emotional factors: These are prominent in 
the etiology of most cases of ordinary childhood 
constipation, but they are even more frequent 
in the background of the cases of “paradoxical 
diarrhoea.” (4) Dietary factors: Insufficient 
variety or bulk of food or water may contribute 


to the problem. (5) Hypothyroidism. (6) Mental 
deficiency. 


PATHOGENESIS 


A child who has previously been well trained, 
On some occasion passes a large constipated 
stool which splits the anal mucous membrane. 
Subsequent evacuations become progressively 
more painful. This causes conscious inhibition 
of the defzecation reflex and regularity is dis- 
turbed, leading to more constipation and more 
pain at stool. Finally the mother in desperation 
forces the child to sit for the regular motion. 
There is a scene and a toilet phobia is developed. 
These factors which predispose to the develop- 
ment of chronic constipation should be recog- 
nized and treated promptly. 


While the above sequence of events describes 
the development of many cases of constipation, 
the actual genesis of paradoxical diarrhoea is a 
much more subtle affair. Over a longer period 
of time the child whose constipation tendency 
may have started as described above is allowed 
to persist with no or partial evacuation. This 
often occurs in nervous children in the first 
school years when insufficient time is allowed for 
toilet hygiene. It can also occur where an over- 
zealous mother has caused an anxiety neurosis 
to be connected with the bowel function or 
where an excessively casual mother has given 
insufficient supervision to this aspect of the 
child’s training. The daily partial evacuation may 
be taken as satisfactory. Another emotional 
factor may develop when evacuation of the 
rectum has come to have some special meaning 
to the child. For instance, as an outcome of his 
general relationship with his mother and her 
emphasis on bowel habits, a child may express 
resistance or contrariness by refusing to go to 
the toilet. In some cases the child’s hostility or 
confusion is demonstrated by his emptying his 
bowels only in secret or forbidden places, never 
in the toilet. Whichever of the above etiological 
factors are predominant, the constipation persists 
unrecognized until impaction and overflow 
eventually develop. At this stage it is important 
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to recognize that the diarrhoea is paradoxical 
and that the underlying factor is impaction. 
Treatment can then be instituted on a rational 
basis. 


CLINICAL PICTURE 


As stated in the introduction, the complaint is 
usually described as diarrhoea. On enquiry this is 
revealed to be the passage of frequent watery 


‘motions over which the child does not have ade- | 


quate control. There is a partial feecal incontin- 
ence which has developed insidiously in a 
youngster who was previously toilet-trained. The 
feature of incontinence, although common and 
characteristic, is not invariably present. There 
may only be simple frequency of watery evacua- 
tions. 


The preliminary stage of constipation which 
must have preceded the present condition is 
usually unsuspected by the parents. They never 
seem to volunteer this possibility and usually do 
not give any history of antecedent bowel dis- 
order, or abdominal ‘complaints. Occasionally, 
abdominal pain is a feature of the disease and 
one patient was referred to exclude the possi- 
bility of appendicitis. 

When the parents are confronted with an 
opinion of the true nature of the disease, they 
may admit that the child was previously irregu- 
lar in his bowel habits and that recently this 
aspect of the personal hygiene has received little 
supervision. On the other hand, they may state 
that the child has always been difficult about 
toilet training and this problem has been ag- 
gravated since starting school; since then there 
has been insufficient time to sit and wait for the 
routine stool, so that a hurried partial evacuation 
is accepted by the parent as a satisfactory per- 
formance. 


The general appraisal of a child whose diar- 
rhoea might be of this paradoxical type should 
then include, besides a physical and neurological 
examination, consideration of the child’s adjust- 
ment to his environment and particularly his 
relations with his mother. The physical examina- 
tion will help to exclude organic disease of the 
bowel, for this would be accompanied by malnu- 
trition and abdominal enlargement or distension. 
In the neurological examination, evidence should 
be sought for alterations in the reflexes or in the 
tone of the anal sphincter or for evidence of 
anesthesia in the perianal area. Such changes 
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may indicate degenerative disease of the cord or 
myelodysplasia with spina bifida. The child’s 
attitude, the presence of tremor or moist palms 
may give evidence of emotional stress. However, 
some patients do not appear nervous as they 
have succeeded in excluding the unpleasant 
situation from their minds and appear to have 
acquired an almost hysterical denial of symp- 
toms with development of superficial indiffer- 
ence. If the child’s reactions suggest mental re- 
tardation, his intelligence should be estimated 
by tests suitable to the patient’s age. 


On inspection of the anal area one may see 
telltale perianal contamination with greyish 
stools. The underwear may be similarly soiled. 
Digital examination will then reveal the rectum 
to be laden with impacted faces. This may be 
confirmed by abdominal palpation of the over- 
loaded colon. However, frequently the scybalous 
masses are not palpable per abdomen. The tone 
of the anal sphincter may be poor, but if this 
persists after adequate treatment, suspicion of 
some spinal lesion should be aroused. 


If there is a typical history and the above- 
mentioned physical signs and if there are no 
findings suggestive of true megacolon or neuro- 
logical disease, a diagnosis of paradoxical diar- 
rhoea can be presumed. 


SAMPLE CASE REPORTS 


Case 7. R.B., male, age 9 years. “Habit-training type.” 

This boy has been troubled with recurrent watery 
diarrhoea most of his life. The stools are liquid, greyish 
brown and offensive. The symptoms have been present 
off and on since infancy. He often seems to be unaware 
of the desire to defecate and has begun to soil his 
clothes with faeces. He had not responded to the parents’ 
efforts at toilet training and between the ages of three 
and six frequently received physical punishment from his 
father for these accidents. 

During his early life his mother frequently sought 
medical advice to help stop his diarrhoea. The proffered 
advice usually consisted of diet and medicines used for 
gastro-enteritis but the symptoms persisted in spite of 
this. Recently the child’s youngest sister, age 9 months, 
died from fibrocystic disease of the pancreas. The worry 
that our patient might have this disease drove the parents 
to seek more medical advice. In view of the family 
history and the fact that he had diarrhoea and was also 
subject to frequent attacks of bronchitis, investigation 
was undertaken to exclude the possibility of fibrocystic 
disease. When attempts to obtain duodenal juice for 
trypsin examination proved difficult and unsuccessful, the 
history was reconsidered. The history of fecal incontin- 
ence, which had not previously been emphasized in 
contradistinction to diarrhoea, then suggested the possi- 
bility of paradoxical diarrhoea. Rectal examination re- 
vealed a dilated and full rectum. After a thorough 
emptying of the rectum the child improved in hospital 
and passed formed stools with voluntary control. How- 
ever, on discharge the condition relapsed and before a 
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cure was effected several outpatient interviews were re- 
quired, with encouragement and advice regarding re- 
training and the use of bulk-forming laxative. 


This case report provides an example of para- 
doxical diarrhcea which was confused with 
fibrocystic disease because of a misleading 
family history and symptoms. Had this possi- 
bility been considered earlier and a rectal exam- 





Fig. 1 
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Case 9. S. H., female, age 3 years. “True psychogenic 
type.” 

This girl was of normal intelligence and her parents of 
average ability and education. They were rather fussy 
and rigid, placing a high value on cleanliness. The pa- 
tient, having had good bowel habits up to age two years, 
began to have constipation following the birth of a 
sister. The mother was the type of woman to whom 
constipation was an emotionally tinged word. She gave 
the problem extra treatment and attention but in a rather 
disgusted way. Enemas- were painful and relief of the 
constipation was associated with screaming and anxiety. 


Fig. 2 


Fig. 1.—Radiograph of a barium enema to illustrate the narrowed segment characteristic of 


neurogenic megacolon (Hirschsprung’s disease). 


Case 9 to illustrate the feces-filled rectum 
(functional megacolon). 


ination been done, much useless investigation 
and incorrect treatment would have _ been 
avoided. 


Case 10. J.C., female, age 12 years. “With associated 
mental deficiency.” 

This child showed such developmental retardation 
and resistance to teaching that she had only reached 
Grade 4 at 12 years. Her mother was also mentally re- 
tarded. She was excessively solicitous of this only child 
and considered her to be handicapped because of recur- 
rent illness. The child had always Cues frail and for the 
past six months was subject to episodes of vomiting and 
abdominal pain. She was referred for consultation because 
her physician thought the child must have chronic 
appendicitis. Specific questioning regarding bowel habit 
yielded little information at first, but careful enquiry 
finally elicited the fact that she was often incontinent of 
watery faces. At times she had been given treatment 
for this alleged diarrhoea. Rectal examination showed 
feecal impaction in the lower bowel. Mechanical evacua- 
tion in hospital restored regular bowel action and there 
were no episodes of abdominal pain while in hospital. 
Follow-up examination found the child well and with 
regular bowel habit. 


In this case the not uncommon combination 
of mental deficiency with maternal emotional 
immaturity and overprotection had apparently 
provoked a paradoxical diarrhoea which simu- 
lated chronic appendicitis. . 


Fig. 2.—Radiograph of the barium meal in 


seen characteristically in paradoxical diarrhoea 


The child became: incontinent and soiled her bed fre- 
quently. The relations between mother and child de- 
teriorated markedly. The baby sister was regarded with 
great approval and the patient became more hostile, 
selfish and dirty. 


The mother’s attitude changed with several sessions of 
discussion and she became less critical and demanding. 
Concurrently the child was given play therapy and after 
initially showing a good deal of destructiveness and 
negativism she became quite friendly. In the course of 
a couple of months she gradually stopped displaying a 
fear of going to the toilet and stopped soiling herself. 


This. early case of paradoxical diarrhoea 
cleared up with indirect psychiatric treatment 
and did not require continued attention to bowel 
training. The cause of the condition was parental 
attitude, sibling rivalry, hostility and anxiety. 


DIFFERENTIAL DIAGNOSIS 


The problem in differential diagnosis is to 
separate the cases of simple paradoxical diar- 
rhoea from those with similar symptoms due to 
some underlying organic disease process. Such 
a condition as neurogenic megacolon (Hirsch- 
sprung’s disease) should be suspected although 
this is rarely associated with overflow diarrhcea. 
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In neurogenic megacolon there is a history of 
severe constipation beginning in earliest infancy. 
General malnutrition and abdominal distension 
are common accompaniments and fzecal impac- 
tion is characteristically in the sigmoid rather 


than rectum. In doubtful cases the diagnosis can 


be made by giving an enema after evacuation of 
the impacted faces. A small quantity of barium 
should be injected and films taken in the oblique 
view (method of Neuhauser*), This will allow 


‘visualization of the narrowed tonic lower recto-. 


sigmoid and funnel-shaped dilatation of the 
sigmoid which are characteristic of neurogenic 
megacolon (see Fig. 1), whereas dilatation of the 
colon right to the anus is seen in chronic con- 
stipation from other causes (see Fig. 2). 


Another underlying disease process which 
might be present is a spinal cord lesion. An un- 
usually patulous and atonic anal sphincter 
should make one suspicious of this possibility, 
especially if this persists after emptying the 
bowel. Sensory or reflex changes should be 
sought as confirmatory evidence. Pilonidal swell- 
ing or dimple may be present to support these 
findings. Their presence would indicate the need 
for further neurological investigation. 


Fibrocystic disease may be mistakenly sus- 
pected in cases of paradoxical diarrhoea (see 





Fig. 3.—Radiograph of a barium enema of childs age 8, 
with coeliac disease. This shows dilatation of the colon, 
which must be distinguished from megacolon due to neuro- 
genic disease and chronic constipation. 
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Case 7). This should be excluded by examina- 
tion of the stool and duodenal juice for trypsin. 
Occasionally caeliac disease is also a problem in 
differential diagnosis (Fig. 3). Revaluation of the 
characteristic faecal impaction by rectal examina- 
tion will confirm the diagnosis of paradoxical 
diarrhoea in doubtful cases. 


Various mechanical obstructions may cause 
chronic constipation and result in a similar syn- 
drome. Their presence should be diligently 
sought by bimanual examination, barium enema 
and sigmoidoscopic study in any suspicious case. 


MANAGEMENT ° 


To treat the predisposing factor: 

1, The fissure—Warm potassium permangan- 
ate sitz baths will relieve spasm and promote heal- 
ing. Daily anal massage with a non-sensitizing 
ointment will lubricate the passage and prevent 
further injury. 


2. The impaction.—Children suspected of suf- 
fering from paradoxical diarrhoea should usually 
be hospitalized where expert nursing care is 
available to empty the rectum. In younger chil- 
dren, where separation of mother and child is 
undesirable, this can be done by a visiting nurs- 
ing service. Rectal evacuation is done by soften- 
ing the stool with repeated oil injection to be 
followed by irrigations until the colon is com- 
pletely emptied. In some cases the initial 
treatment may require general anesthesia. 
Radiographic and other investigations may then 
be undertaken if they appear to be necessary. 
Care must be taken to see that all the barium 
is evacuated afterwards, as retention of this may 
cause a more serious impaction. Most cases will 
require the continuation of rectal washing three 
times weekly for three weeks, twice weekly for 
two weeks and once weekly for several weeks. 


3. General care and rehabilitation —Further 
treatment consists of the usual management of 
constipation by the use of a high residue diet, 
crude vitamin B complex, extra fluids and ade- 
quate habit training. Active treatment must be 
continued until the bowel regains the normal 
tone and the lost reflex to fullness returns. As 
children suffering from this condition may have 
been mistakenly treated for months or years by 
measures designed to stop diarrhoea and increase 
constipation, the return of normal bowel tone 
may be a slow process. Therefore every effort 
must be directed to the rehabilitation of normal 
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bowel habits. To this end some bulk-forming 
laxative such as methyl cellulose should be used. 
At first this may require to be supplemented by 
cascara. Anal massage will often be helpful to 
prevent pain and fissuring, but it must be used 


with caution where there is a great element of © 


fear and emotion, as there is danger of fixing 
the attention of both mother and child on this 
painful experience. Finally a most important 
component of treatment is to ensure a sufficiency 
of time after the morning meal before leaving 
for school. 


4, Psychotherapy.—The underlying psychologi- 
cal factors must be investigated and treated. 
Search into the environmental emotional factors 
is usually revealing. Rehabilitation along these 
lines is just as necessary as direct attention to the 
bowel itself. Enlightenment of parents regard- 
ing the previously mentioned physical and psy- 
chological factors in this problem is the role of 
the peediatrician. 


DISCUSSION 


The findings in this study reveal that emo- 
tional factors play an important role in the 
etiology of most cases of paradoxical diarrhcea. 
In five of the ten patients studied psychological 
factors were very prominent (Table I). These 
have often developed on the basis of an excessive 
rigidity in the child’s care with over-strict ad- 
herence to schedules for feeding and toilet train- 
ing. When the mother strives for perfection in 
this matter, toilet training is given an emotional 
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content which ultimately interferes with normal 
function. On the other hand, variations between 
the rigid and permissive schools of psychological 
advice to parents may have confused or be- 
wildered the mother so that she approaches this 
problem with so much anxiety that a similar 
disturbance results by a different mechanism. 
Whatever the genesis of the problem, there is 
the common finding of a deterioration of the 
mother-child relationship. When this is severe, 
the tendency to relapse is greatest (Table I). In 
many instances where such incorrect parental 
attitudes are revealed they can be improved by 
discussion. Occasional cases will require psychi- 
atric consultation with direct treatment such as 
“play therapy.” When anxiety is thus diminished 
and bowel function temporarily restored by 
mechanical evacuation of the overloaded colon, 
the patient is ready for rehabilitation by the 
longer-term measures. 


SUMMARY 


1. The occurrence in childhood of a well- 
known symptom complex has been re-empha- 
sized; it has been named “paradoxical diarrhoea.” 


2. The necessary steps for the diagnosis and 
adequate management of the condition are dis- 
cussed. 


3. Attention is drawn to the frequency of this 
condition in children. 


4. The emotional and physical factors which 
combine to produce this condition are described 
and discussed. 





TABLE I. 
SuMMARY OF CLINICAL FINDINGS IN 10 CASES OF PARADOXICAL DIARRH@A 
Case1 Case2 Case3 Case4 Cased Case6 Case? -€ase8 Case 9 Case 10 
Sex and age M. M. M. M, PF. M. M. F. F. F. 
6 yr. 11 yr. 8 yr. 5 yr. 6 yr. 8 yr. 9 yr. 7 yr. 3 yr. 12 yr. 

Duration of symptoms. ..... 4 yr. 5 yr. 7 yr. yr 2 yr 5 yr. 8 yr. 1 yr. 1 yr. 3 yr. 
Symptoms 

pO Pee eee os oS _ oF os o i os + 

Encopresis............. + + + + + + + + a i 

Abdominal pain........ 0 0 + + + 0 0 0 0 + 

Gg oa cai wie ik 0 0 0 0 0 0 0 0 0 + 

Defecation in extension. + + 0 + - 0 + + + + oad 
Physical signs 

Undernutrition ........ 0 + 0 0 0 0 + 0 0 0 

Abdominal distension. . . 0 + 0 + 0 0 0 0 0 0 

Feces-filled rectum..... + + + + + + + + a + 
Fluoroscopy 

Megacolon............ 0 0 + 0 + - + I 0 0 

Dolicho-sigmoid........ + + 0 + 0 0 0 0 + a 

Spastic segment........ 0 0 0 0 0 0 0 0 0 0 
Psychogenic element........ +2 +4 +3 0 0 +4 +4 +2 +4 +4 
Result of therapy.......... G G G F G P r G G P 
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RESUME 


Certains enfants présentent un symptéme de diar- 


‘rhée chronique qui a pour cause la présence d'un, 


stercorome dans l’ampoule rectale entrainant un état de 
sub-occlusion. Les auteurs ont choisi d’appeler ce syn- 
drome celui de “diarrhée paradoxale.” Les récents 
travaux sur ce sujet ont cherché 4 démontrer l’importance 
qu’il y a a reconnaitre le véritable mégacélon congénital 
de Hirschsprung des troubles fonctionnels. Le symptéme 
se retrouve le plus fréquemment entre les Ages de 7 a 9 
ans. L’étiologie est celle de la constipation chronique: 
réflexe de la défécation supprimé, mauvaise habitude, 
facteurs émotifs, régime inadéquat, hypothyroidie, dé- 
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ACUTE COR PULMONALE 
FOLLOWING PNEUMONECTOMY 
COMBINED WITH 
THORACOPLASTY* 


ERNEST BOUSQUET, M.D., F.C.C.P., 
ROBERT AUGER, M.D., 

JEAN LONGTIN, M.D., F.C.C.P. and 
B. CARASSO, M.D., Montreal 


MENTION IS MADE in the current literature of 
various cardiovascular complications incidental 
to pulmonary resection, such as auricular fibrilla- 
tion and paroxysmal flutter in patients above 40 
years of age.’ On routine electrocardiographic 
examination we have noticed after pneumon- 
ectomy a common yet unpredictable axial devia- 
tion of the QRS complex, likely referable to a 
displacement of the heart, which is of minor 
clinical import. Finally, as a late complication 
in some cases, the development of pulmonary 
arterial hypertension on physical exercise has 
also been described. During the immediate 
postoperative phase it is mandatory to watch 
closely cases of pneumonectomy for any circula- 
tory or respiratory distress. One is well aware 


*From the Department of Surgery, Hospital Sanatorium 
St-Joseph, Montreal, Canada. 
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ficience mentale. Les selles sont décrites comme étant 
liquides et involontaires. Le stage antérieur de constipa- 
tion passe souvent inapercu. L’interrogatoire doit, dans 
ces cas, inclure des précisions sur les relations émotives 
entre l’enfant et sa mére. On doit éliminer les troubles 
organiques de [lintestin ainsi que les maladies de la 
moelle épiniére ou les déformations de la colonne verté- 
brale. Le toucher rectal apporte la solution du probléme. 
Une constipation datant des débuts de l’enfance, un 
état de mauvaise nutrition et de distension abdominale 
caractérisent le diagnostic de mégacdlon, auquel la 
radiographie peut apporter confirmation. Les lésions de 
la moelle épiniére sont habituellement accompagnées 
d'un relachement persistant du sphincter anal. L’examen 


des selles ainsi que du liquide duodénal sert a exclure 
ila maladie fibro-kystique du pancréas. Le traitement 


x 


consiste 4 éliminer les facteurs prédisposant, a évacuer 
lampoule rectale par morcellement et lavement, et A 
administrer une diéte ayant une teneur élevée en boisson 
et cellulose et enrichie de vitamine B. Le tonus de 
lintestin doit étre rétabli et l'enfant doit reprendre ses 
habitudes réguliéres 4 la garde-robe. La psychothérapie 
joue un réle important aussi bien chez les jeunes malades 
gue chez leurs parents. M.R.D. 


of the physiological interrelationship between the 
cardiovascular and respiratory systems which is 
so close that when both systems are simultane- 
ously affected serious cardio-respiratory im- 
balance may result. The acute overload of the 
right heart occurring after pneumonectomy is 
not always recognized and as we shall show 
later may be prompted by any factor of respira- 


tory insufficiency or anoxia, such as a simultane- 
ous thoracoplasty. 


Following primary pneumonectomy for pul- 
monary tuberculosis in the adult a standard 
thoracoplasty or a modification thereof is readily 
resorted to for the purpose of obtaining, with- 
out undue distension of the remaining lung, a 
quick obliteration of the residual thoracic space, 
thus reducing to a minimum the incidence of 
tuberculous complications such as_ bronchial 
fistula, empyema and late postoperative spread 
of disease. In upper lobectomy cases it was 
found quite safe and often practical to include 
in one stage both the resection and a modified 
thoracoplasty without apparently augmenting 
the operative risk. But with the removal of one 
whole lung the combination of both operations 
performed simultaneously, although well toler- 
ated in most instances,® * may be accompanied 
by such disquieting cardio-respiratory pheno- 





Canad. M. A. J. 
Mar. 1, 1955, vol. 72 














aa 
~— 
CT 
an 
co 
cr 


Fig. 1 





CasE Reports: Cork PULMONALE 369 


avr avi ave 
bipec 
een ES 
v4 ve 


ae 

















Fig. 2 


Fig. 1.—(A) ECG taken before the operation. (B) First postoperative record (12 hours after 
the operation). (C) Second postoperative record (36 hours). Fig. 2.—(D) Third postoperative 
ECG (60 hours). (E) and (F) controls eight and 14 days after the operation. 


mena as to make it inadvisable, at least as a 
routine procedure. The case we wish to present 
conveys that impression and offers a typical ex- 
ample of cardio-respiratory disturbances in the 
wake of a combined pneumonectomy and thor- 
acoplasty. 


Our patient, S.T., an unmarried woman of 22, was 
referred to the surgical department of our hospital with 
a residual stenosis of the left main bronchus and distal 
tuberculous suppuration. On November 7, 1951, a left 

neumonectomy was performed with mobilization of 
ateral portions of ribs 2, 3, 4, and 5 at the same time. 


The immediate postoperative course was uneventful 
but 36 hours after the operation the patient developed 
marked dyspnoea, cyanosis and anxiety. The pulse rose 
to 160, with blood pressure within normal range. On 
auscultation of the aoa. showers of fine rales could 
be heard at the right base. About that time and the 
following day the patient brought up frothy pinkish 
sputum, Fluoroscopic examination showed the heart to 
be medially situated with no obvious compression of 
the right lung which might explain the respiratory em- 
barrassment. After noticing the acute dyspnoea, the 
cyanosis and the pulse which was fast but regular, one 
was impressed on auscultation with the marked accentua- 
tion of the second pulmonary sound indicative of in- 
creased pulmonary arterial pressure. 


The electrocardiographic record showed (Fig. 1B): 
A sinus tachycardia, rate 160, a QRS axis of plus 80 
degrees, presence of S:, S. and S; waves, a downward 
staircase variety depression of the ST segment in lead 
1 and lead 2, and also an upward deviation of the same 
segment in aVR, an inverted T wave in lead 3, as well 
as in V; to V; precordial leads. The same inverted T 
wave was also found in VE. The record taken two days 
before the operation was essentially normal (Fig. 1A). 
The evolution of this electrocardiographic syndrome has 


been mapped in five consecutive recordings. A second 
postoperative ECG (Fig. 1C) taken the day after the 
first one showed a deepening of the S:, S2 and S; deflec- 
tions and also deepened T waves, in the right precardial 
leads. A third postoperative ECG (Fig. 2D) was 

identical except i less marked T waves in the pre- © 
cordial leads. 


Two control ECG’s (Fig. 2E and 2F) taken re- 
spectively eight and 14 days after operation showed a 
complete regression of the abnormal findings and were 
entirely similar to the electrocardiogram taken before the 
operation. 

A radiograph taken in bed eight hours after the onset 
of the crisis shows accentuated markings on the contra- 
lateral side; but similar markings are often disregarded 
after resection and are not necessarily considered as 
clinically significant. However on a radiograph taken 
four days later a definite shadow was present at the 
right base. Finally, 10 days after the operation a control 
radiograph showed a return of the right lung to its 
normal: appearance. 

The treatment was directed mainly towards alleviat- 
ing the respiratory distress, by means of a tight binder 
applied to the chest, and having the patient lie on the 
side of the operation with the upper half of the body 
elevated. There was immediate relief and the dyspncea, 
cyanosis and tachycardia disappeared completely in the 
course of four days. The main feature of this syndrome 
was one of acute respiratory insufficiency. However, it 
was only through the information given by the electro- 
cardiogram that we were able to ascertain the state of 
acute cor pulmonale. 


The syndrome of acute cor pulmonale is best 
known in connection with pulmonary embolism, 
where a massive increase in the resistance of the 
pulmonary vascular bed causes a sudden hyper- 
tension of the lesser circulation and acute dilata- 
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Fig. 3.—(A) Preoperative. (B) First postoperative radiograph (eight hours after the onset 
of the crisis). (C) Second postoperative (four days after the second one). (D) Third postoperative 
(10 days after the operation). 


tion of the right ventricle. Electrocardio- 
graphic recordings are then typical of myocardial 
anoxia.» The latter may be due to (1) lesser 
coronary flow, (2) decreased left ventricular out- 
put, (3) inadequate filling of the heart deter- 
mined by the accompanying tachycardia, and 
finally (4) anoxia by respiratory insufficiency. 
The first diagnosis we had in mind was of pul- 
monary embolism but the x-ray examination did 
not substantiate such a diagnosis and, further- 
more, the presence of fine rales with frothy 
pinkish expectoration and transient x-ray changes 
may be better explained by pulmonary cedema. 
Whether or not pulmonary atelectasis might 
have further complicated the picture is open to 
speculation. : 

Any mechanism involving a critical diminu- 
tion of the pulmonary vascular bed may have 


the same effect upon the right ventricle as pul- 
monary embolism. Experimentally, sudden oc- 
clusion of 60% or more of the pulmonary artery 
results in right ventricular failure. However, the 
reduction in pulmonary vascular bed brought 
about by a pneumonectomy should hardly be 
considered as “critical.” Notwithstanding the im- 
portance and suddenness of the surgical ligation 
of a pulmonary artery the blood flow is readily 
channelled through dilated pre-existent vessels 
or hitherto non-functional capillaries as sug- 
gested by Wiggers’ and also by Cournand.® 
However, the pulmonary vascular bed reserves 
are nevertheless reduced, as shown by the 
elevation of pulmonary arterial tension during 
exercise. In dogs “the sudden ligation of one 
lung root caused an immediate rise in right intra- 
ventricular pressure” lasting an average of 25 
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minutes with no change in the electrocardio- 
gram.° The ECG tracings which are routinely 
registered during pneumonectomies in our 
service failed as a rule to reveal any modification 
on ligation of either root of the pulmonary 
artery: the pulmonary hypertension per se does 
not affect the ECG. On the other hand, it is pos- 
sible that the compensatory mechanism is not 
instantaneous. Hemodynamic studies performed 
during pneumonectomies on human subjects are 
therefore interesting.’ 


The mechanical effect of a pneumonectomy 
does not alone explain the right ventricular 
failure observed in our patient; we are dealing 
rather with the cumulative interaction of the 
following factors brought about by the added 
thoracoplasty. (1) The pneumonectomy without 
causing any apparent circulatory modifications 
has markedly impinged on the functional capil- 
lary reserves of the remaining lung and _ its 
- capacity for handling any additional load. (2) 
The thoracoplasty has somewhat affected the 
expansion of the contralateral side and above 
all has markedly inhibited the respiratory move- 
ments because of the inevitable postoperative 
pain. Furthermore, the efficiency of these respi- 
ratory movements has been badly impaired by 
the loss of the ribs in the chest wall. (3) Besides 
offering an ideal setup for the development of 
atelectasis and crippling the respiratory efforts 
and being a factor of severe anoxia, these para- 
doxical respiratory movements in presence of a 
mobile mediastinum would produce mediastinal 
flutter and cause further cardiovascular em- 
barrassment. (4) If nothing is done, the patient is 
caught in a deadlock. The paradoxical respira- 
tion induces superficial rapid breathing, which 
by reducing the pulmonary ventilation augments 
the respiratory distress.°° The resulting severe 
anoxia, as shown by the patient's cyanosis, might 
easily have enhanced pulmonary hypertension 
(Motley!) (Westcott'?), adding to the load al- 
ready imposed on the right ventricle by the 
pneumonectomy. The pulmonary cedema ob- 
served in this case may be another sign com- 
monly associated with severe anoxia. 

We may conclude that acute cor pulmonale 
after resection is an ominous sign indicative of 
a state of emergency which should be recog- 
nized and calls for the prompt relief of all 
respiratory handicaps. The combination of 
thoracoplasty and resection in a single operation 
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may have most undesirable results on cardio- 
respiratory balance, especially when the medi- 
astinum is mobile. One is amazed on the other 
hand at the essentially benign course following 
pneumonectomy in old thoracoplasty cases 
where a rigid chest wall precludes any para- 
doxical respiration and mediastinal shift. 

May we emphasize the value of the ECG in 
the identification of such a syndrome during the 
postoperative phase in order to recognize the 
cardiovascular reaction in the midst of the 
cardio-respiratory components. It is possible 
that some unexplained postoperative deaths are 
due to acute cor pulmonale as in the case related 
by Conklin;* without mentioning the cause of 
death, this author found at post-mortem a 
dilatation of the right heart of a patient who 
died four days after upper and middle lobe re- 
section completed by a five-rib thoracoplasty. 
Likewise Katz and Mack® have described the 
incidence of acute dilatation of the right heart 
following an extensive thoracoplasty in which 
atelectasis developed shortly afterward in the 
opposite lung. Pneumonectomy complicated by 
atelectasis or any inflammatory process in the 
remaining lung would also invite a similar out- 
come. 
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CONTROLS 


Before we jump to the conclusion that the promising 
results of preliminary trials make it a crime against 
humanity to retain -half one’s patients on the established 
mode of treatment rather than give them all the new 
drug, we might reflect on the probability that, although 
it takes a relatively small series of cases to show that a 
new drug cures more effectively than the old, it may 
take many cases to uncover its occasional lethal side- 
effects. Until that long experience has been accumulated, 
the patient given a new drug runs an unknown risk 
which must be balanced against any anticipated im- 
mediate benefit.—D. D. Reid, Lancet, 2: 1294, 1954. 
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Durinc the past twenty years there has been a 
significant change in medical opinion as to the 
incidence of the Waterhouse-Friderichsen syn- 
drome, A perusal of the older textbooks of med- 
icine would suggest that massive bilateral 
hemorrhage into the adrenals occurs only in the 
newborn or in early infancy. The more recent 
texts! indicate that this condition can occur not 
only in the newborn but also later in life in severe 


septicemia, especially meningococcemia and 


staphylococceemia, and that even in newborn 
infants it is somewhat more frequent than is 
generally supposed. Since the advent of cortisone 
and related steroids, great interest has been 
shown in this previously fatal complication, and 
cures have been reported during the past few 
years after the use of cortisone.” * The following 
case is considered worthy of reporting, since the 
diagnosis was made strictly on clinical grounds, 
and dramatic sustained improvement with final 
recovery followed the use of cortisone and appro- 
priate adjuvant therapy. 


CasE REPORT 


Mrs. T.S., a 46-year-old white married woman of 
Polish extraction, was admitted to the City of Sydney 
Hospital on March 15, 1954, with vague abdominal 
complaints suggestive of chronic biliary disease. She was 
known to have suffered from hypotension for several 
years, and to have had a left hemiplegia 15 years prior 
to admission. The history also recorded several miscarri- 
ages. The patient was rather uncommunicative and 
there was a language difficulty, so that there was some 
doubt as to the accuracy of certain details in the history. 
For several weeks past, the abdominal pain had been 
of only moderate severity, but had increased markedly 
on the day of admission, and had been accompanied by 
constipation. It was stated by relatives that, in an effort 
to relieve the latter symptom, the ‘patient had taken 
several laxative tablets containing phenolphthalein, and 
a “full bottle” of castor oil, the exact amount of the 
latter drug being unknown. 

At the time of admission, the only abnormal findings 
were the presence of tenderness and muscle guarding in 
the right upper quadrant, a blood pressure of 170/100, 
a temperature of 101.4°F. and a pulse of 110, where- 
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upon a diagnosis of acute cholecystitis had been made. 
Four days atter admission, she became suddenly oliguric, 
and the blood pressure fell to 78/50. The urine con- 
tained 3+ albumin, with numerous pus cells, red cells, 
granular casts and renal epithelial cells, and the blood 
non-protein nitrogen (NPN) rose to 132 mgm. per 
100 cc. Palliative treatment was begun, consisting of 
antibiotics, blood transfusions and pressor agents 
(Neosynephrin and norepinephrine). Slight improve- 
ment was noted in the general condition, but the 
urinary output remained low, the blood NPN remained 
elevated, and the final outcome was in doubt. 

On April 4 (3 weeks after admission), the patient 
suddenly became comatose, and one of us was called in 
consultation. The patient was completely unresponsive, 
and there was little change in the physical findings from 
those described above, with the follonidés noteworthy 
exception. Over the entire body there was a striking 
generalized purpuric eruption with giant ecchymoses, 
all elevated above the surface of what little normal 
skin could be seen. There was no doubt that there 
had been gross generalized hemorrhage into the skin. 

Because of aot must have been a primary gall- 
bladder infection, together with collapse, coma, hypoten- 
sion, “renal shutdown,” and the skin eruption described, 
it was considered that the patient had developed a 
septicemia, probably staphylococcal, with massive bil- 
ateral hemorrhage into the adrenals as well as general- 
ized cutaneous hemorrhage (Waterhouse-Friderichsen 
syndrome). 

In view of her precarious condition, specific treatment 
was instituted immediately along the following lines. 
(1) Blood to be collected immediately for culture 
(unfortunately, as the result of a clerical error, this was 
not done.) (2) Massive cortisone or hydrocortisone 
therapy to be started immediately; 300 mgm. daily of 
the former or 200 mgm. daily of the latter to be given 
by gastric tube until patient had recovered sufficiently 
for oral therapy. (3) Desoxycorticosterone acetate ‘to be 
given in full doses. (4) Aqueous penicillin, 300,000 units 
every three hours, and dihydrostreptomycin, 0.5. gm. 
every six hours, both to be injected intramuscularly. 
(5) Massive doses of sodium chloride to be given by 
mouth or intravenously. (Potassium chloride was not 
recommended because of the presence of renal shutdown 
with probable hyperkalemia. ) 

By 2:45 p.m. the next day (approximately 18 hours) 
the nurses’ notes record a remarkable improvement in 
the patient’s condition. By that time, consciousness had 
been regained, she was able to take food by mouth, the 
blood .pressure had risen to 140/100, and the pulse 
was strong at a rate of 104. Following this, clinical 
improvement continued to be rapid, and by April 14 
(10 days after her collapse) the patient was clinically 
well (except for right-upper-quadrant pain). The mas- 
sive skin eruption had entirely disappeared, and the 
blood non-protein nitrogen was 32 mgm. per 100 c.c. 
Two weeks later, under an “umbrella” of cortisone, 
desoxycorticosterone and antibiotics, the gall-bladder was 
exposed at operation, and an empyema of this organ 
was found which was surgically drained. This procedure 
was unaccompanied by any untoward incident. The 
patient was discharged to her home on May 15, 1954, 
to recuperate, preparatory to undergoing corrective 
biliary surgery. 


COMMENT 


It is, of course, impossible to provide accept- 
able proof that this was actually a case of 
Waterhouse-Friderichsen syndrome. In the past, 
it has unfortunately been possible to substantiate 
the diagnosis in almost all cases only by autopsy. 
A positive blood culture would have provided 
confirmatory evidence but, in error, this was not 
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done. The patient’s condition was considered too 
critical to wait for absolute eosinophil counts, 
and endocrine studies (e.g., urinary 17-ketoster- 
oid determinations) were technically not feas- 
ible. However, the accuracy of the diagnosis 
appears to have been established both on clinical 
grounds and on the basis of response to specific 
therapy. 


SUMMARY 


1, A case of the Waterhouse-Friderichsen 
syndrome is reported, in which the diagnosis was 
made on clinical grounds alone and in which 
dramatic recovery followed the use of cortisone, 
desoxycorticosterone and adjuvant therapy. 

2. The original infection appears to have been 
a septicemia, arising from an empyema of the 
gall-bladder, which was later surgically treated. 
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LEIOMYOSARCOMA of the small intestine is rare. 
The incidence of all sarcomata of the small bowel 
has been reported as varying from 1 in 1,000 to 
1 in 5,000 autopsies.* Of the 88 cases of tumours 
of the small bowel reported by Raiford only two 
were sarcomata; there were no cases of leiomy- 
osarcoma.® Chont? was able to find only 35 cases 
of leiomyosarcoma of the intestine in the litera- 
ture up to 1941. 


Leiomyosarcoma usually presents the clinical 


picture of chronic or acute obstruction, or chronic 
or acute gastro-intestinal hemorrhage, but rarely 
perforation with peritonitis. Up to 1942 Frank, 
Miller, and Bell‘ were able to find only 14 cases 
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of ‘perforation of all sarcomata of the small in- 
testine. The highest incidence of leiomyosarcoma 
is in the age group 30 to 50, and the condition is 
more common in males. The lower ileum and the 
jejunum are the sites of predilection. 


In this case report we are presenting the case 
history of a perforation of a leiomyosarcoma of 
the ileum which presented the clinical picture of 
strangulated hernia with peritonitis. 


Case REPORT 


Mr. K.K., a 57-year-old white male, was admitted on 
February 7, 1954, with a 48-hour history of acute 
crampy abdominal pain and an 18-hour history of nausea 
and vomiting. 

Two weeks before admission he had begun to have 
bouts of crampy abdominal pain which he attributed to 
a left inguinal hernia of many years’ standing, and which 
had become irreducible about the time of onset of his 
abdominal symptoms. His family physician had not been 
convinced that the hernia was responsible for the symp- 
toms, and about one week before admission the patient 
had had a barium enema and a gastro-intestinal barium 
series performed; both of these were reported as negative. 
The patient had noted no loss of weight or melzna. 
Forty-eight hours before admission the patient began to 
have severe, persistent abdominal pain, affecting chiefly 
the hernial site and radiating into the scrotum. Eighteen 
hours before admission the pain became generalized over 
the entire abdomen, and nausea and vomiting began. 


The patient was a well-developed man lying very 
still in bed, appearing dehydrated and generally ill. His 
temperature was 100°F. by mouth, and his pulse rate 
90. The physical examination was essentially negative 
apart from the abdominal findings. The eeanan was 
generally tender, with maximum tenderness over ‘an 
obvious left inguinal hernia. There was also marked 
tenderness per rectum. Rigidity was present over the 
entire abdomen. Bowel sounds were few and faint. A 
diagnosis of strangulated left inguinal hernia with per- 
foration and peritonitis was made, and the patient taken 
to the operating room. 


At operation a left inguinal herniorraphy incision was 
made, the sac opened, and thin, yellow, turbid fluid 
liberated. Two strangulated appendices epiploice at- 
tached to the sigmoid colon were in the sac and were 
removed. Fluid similar to that in the sac was seen to 
be escaping from the peritoneal cavity. The incision was 
then extended snedially. transecting the flat muscles of 
the abdomen and the left rectus. On exploration of the 
small bowel a fungating tumour of the ileum was found 
a few feet from the ileoczcal valve (Fig. 1). A central 
perforation was present through which the intestinal 
contents were escaping. Other similar nodules varying 
in size from a pea to a cherry were found at other points 
on the mesentery and bowel. A resection and side-to-side 
anastomosis was performed, removing about 10 inches 
of tumour-bearing ileum along with its mesentery. A 
drain was’left in the peritoneal cavity, the abdomen 
closed in layers, and the hernia repaired with interrupted 
chromic catgut. 

The pathological diagnosis was of leiomyosarcoma 
(Figs. 2 and 3) of the small intestine with perforation, 
and secondary leiomyosarcoma of the appendices epip- 
loicee of the sigmoid colon. Cultures taken at the time 
of operation grew Strep. hemolyticus, Bact. coli, and 
Strep. viridans. The organisms were found sensitive to 
terramycin. 


In the postoperative period the patient was maintained 
on Wangensteen suction and intravenous fluids and 
electrolytes for one week. Terramycin was administered 
intravenously. On his 26th postoperative day he devel- 
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Durinc the past twenty years there has been a 
significant change in medical opinion as to the, 
incidence of the Waterhouse-Friderichsen syn- 
drome, A perusal of the older textbooks of med- 
icine would suggest that massive bilateral 
hemorrhage into the adrenals occurs only in the 
newborn or in early infancy. The more recent 
texts’ indicate that this condition can occur not 
only in the newborn but also later in life in severe 
septicemia, especially meningococcemia and 
staphylococcemia, and that even in newborn 
infants it is somewhat more frequent than is 
generally supposed. Since the advent of cortisone 
and related steroids, great interest has been 
shown in this previously fatal complication, and 
cures have been reported during the past few 
years after the use of cortisone.” * The following 
case is considered worthy of reporting, since the 
diagnosis was made strictly on clinical grounds, 
and dramatic sustained improvement with final 
recovery followed the use of cortisone and appro- 
priate adjuvant therapy. 


CasE REPORT 


Mrs. T.S., a 46-year-old white married woman of 
Polish extraction, was admitted to the City of Sydney 
Hospital on March 15, 1954, with vague abdominal 
complaints suggestive of chronic biliary disease. She was 
known to have suffered from hypotension for several 
years, and to have had a left hemiplegia 15 years prior 
to admission. The history also recorded several miscarri- 
ages. The patient was rather uncommunicative and 
there was a language difficulty, so that there was some 
doubt as to the accuracy of certain details in the history. 
For several weeks past, the abdominal pain had been 
of only moderate severity, but had increased markedly 
on the day of admission, and had been accompanied by 
constipation. It was stated by relatives that, in an effort 
to relieve the latter symptom, the -patient had taken 
several laxative tablets containing phenolphthalein, and 
a “full bottle” of castor oil, the exact amount of the 
latter drug being unknown. 

At the time of admission, the only abnormal findings 
were the presence of tenderness and muscle guarding in 
the right upper quadrant, a blood pressure of 170/100, 
a temperature of 101.4°F. and a pulse of 110, where- 
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upon a diagnosis of acute cholecystitis had been made. 
Four days atter admission, she became suddenly oliguric, 
and the blood pressure fell to 78/50. The urine con- 
tained 3+ albumin, with numerous pus cells, red cells, 
granular casts and renal epithelial cells, and the blood 
non-protein nitrogen (NPN) rose to 132 mgm. per 
100 cc. Palliative treatment was begun, consisting of 
antibiotics, blood transfusions and pressor agents 
(Neosynephrin and norepinephrine). Slight improve- 
ment was noted in the general condition, but the 
urinary output remained low, the blood NPN remained 
elevated, and the final outcome was in doubt. 

On April 4 (3 weeks after admission), the patient 
suddenly became comatose, and one of us was called in 
consultation. The patient was completely unresponsive, 
and there was little change in the physical findings from 
those described above, with the Eihowine noteworthy 
exception. Over the entire body there was a striking 
generalized purpuric eruption with giant ecchymoses, 
all elevated above the surface of what little normal 
skin could be seen. There was no doubt that there 
had been gross generalized hemorrhage into the skin. 

Because of what must have been a primary gall- 
bladder infection, together with collapse, coma, hypoten- 
sion, “renal shutdown,” and the skin eruption described, 
it was considered that the patient had developed a 
septicemia, probably staphylococcal, with massive bil- 
ateral hemorrhage into the adrenals as well as general- 
ized cutaneous haemorrhage (Waterhouse-Friderichsen 
syndrome). 

In view of her precarious condition, specific treatment 
was instituted immediately along the following lines. 
(1) Blood to be collected immediately for culture 
(unfortunately, as the result of a clerical error, this was 
not done.) (2) Massive cortisone or hydrocortisone 
therapy to be started immediately; 300 mgm. daily of 
the former or 200 mgm. daily of the latter to be given 
by gastric tube until patient had recovered sufficiently 
for oral therapy. (3) Desoxycorticosterone acetate ‘to be 
given in full doses. (4) Aqueous penicillin, 300,000 units 
every three hours, and dihydrostreptomycin, 0.5 em. 
every six hours, both to be injected intramuscularly. 
(5) Massive doses of sodium chloride to be given by 
mouth or intravenously. (Potassium chloride was not 
recommended because of the presence of renal shutdown 
with probable hyperkalemia. ) 

By 2:45 p.m. the next day (approximately 18 hours) 
the nurses’ notes record a remarkable improvement in 
the patient’s condition. By that time, consciousness had 
been regained, she was able to take food by mouth, the 
blood. pressure had risen to 140/100, and the pulse 
was strong at a rate of 104. Following this, clinical 
improvement continued to be rapid, and by April 14 
(10 days after her collapse) the patient was clinically 
well (except for right-upper-quadrant pain). The mas- 
sive skin eruption had entirely disappeared, and the 
blood non-protein nitrogen was 32 mgm. per 100 c.c. 
Two weeks later, under an “umbrella” of cortisone, 
desoxycorticosterone and antibiotics, the gall-bladder was 
exposed at operation, and an empyema of this organ 
was found which was surgically drained. This procedure 
was unaccomvanied by any untoward incident. The 
patient was discharged to her home on May 15, 1954, 
to recuperate, preparatory to undergoing corrective 
biliary surgery. 


COMMENT 


It is, of course, impossible to provide accept- 
able proof that this was actually a case of 
Waterhouse-Friderichsen syndrome. In the past, 
it has unfortunately been possible to substantiate 
the diagnosis in almost all cases only by autopsy. 
A positive blood culture would have provided 
confirmatory evidence but, in error, this was not 
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done. The patient’s condition was considered too 
critical to wait for absolute eosinophil counts, 
and endocrine studies (e.g., urinary 17-ketoster- 
oid determinations) were technically not feas- 
ible. However, the accuracy of the diagnosis 
appears to have been established both on clinical 


grounds and on the basis of response to specific 
therapy. 


SUMMARY 


1, A case of the Waterhouse-Friderichsen 
syndrome is reported, in which the diagnosis was 
made on clinical grounds alone and in which 
dramatic recovery followed the use of cortisone, 
desoxycorticosterone and adjuvant therapy. 

2. The original infection appears to have been 
a septicemia, arising from an empyema of the 
gall-bladder, which was later surgically treated. 
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PERFORATION OF 
LEIOMYOSARCOMA OF SMALL 
INTESTINE PRESENTING AS 
STRANGULATED INGUINAL 
HERNIA 


W. D. SMITH, M.D.* and 
J. E. MULLENS, M.D.,t Toronto 


LEIOMYOSARCOMA of the small intestine is rare. 
The incidence of all sarcomata of the small bowel 
has been reported as varying from 1 in 1,000 to 
1 in 5,000 autopsies.* Of the 88 cases of tumours 
of the small bowel reported by Raiford only two 
were sarcomata; there were no cases of leiomy- 
osarcoma.® Chont? was able to find only 35 cases 
of leiomyosarcoma of the intestine in the litera- 
ture up to 1941. 


Leiomyosarcoma usually presents the clinical 


picture of chronic or acute obstruction, or chronic 
or acute gastro-intestinal hemorrhage, but rarely 
perforation with peritonitis. Up to 1942 Frank, 
Miller, and Bell* were able to find only 14 cases 


*St. Michael’s Hospital, Toronto. 
{Teronto General Hospital. . 
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of perforation of all sarcomata of the small in- 
testine. The highest incidence of leiomyosarcoma 
is in the age group 30 to 50, and the condition is 
more common in males. The lower ileum and the 
jejunum are the sites of predilection. 


In this case report we are presenting the case 
history of a perforation of a leiomyosarcoma of 
the ileum which presented the clinical picture of 
strangulated hernia with peritonitis. 


Case REPORT 


Mr. K.K., a 57-year-old white male, was admitted on 
February 7, 1954, with a 48-hour history of acute 
crampy abdominal pain and an 18-hour history of nausea 
and vomiting. 

Two weeks before admission he had begun to have 
bouts of crampy abdominal pain which he attributed to 
a left inguinal hernia of many years’ standing, and which 
had become irreducible about the time of onset of his 
abdominal symptoms. His family physician had not been 
convinced that the hernia was responsible for the symp- 
toms, and about one week before admission the patient 
had had a barium enema and a gastro-intestinal barium 
series performed; both of these were reported as negative. 
The patient had noted no loss of weight or melzna. 
Forty-eight hours before admission the patient began to 
have severe, persistent abdominal pain, affecting chiefly 
the hernial site and radiating into the scrotum. Eighteen 
hours before admission the pain became generalized over 
the entire abdomen, and nausea and vomiting began. 


The patient was a well-developed man lying very 
still in bed, appearing dehydrated and generally ill. His 
temperature was 100°F. by mouth, and his pulse rate 
90. The physical examination was essentially negative 
apart from the abdominal findings. The shiicuen was 
generally tender, with maximum tenderness over ‘an 
obvious left inguinal hernia. There was also marked 
tenderness per rectum. Rigidity was present over the 
entire abdomen. Bowel sounds were few and faint. A 
diagnosis of strangulated left inguinal hernia with per- 
foration and peritonitis was made, and the patient taken 
to the operating room. 


At operation a left inguinal herniorraphy incision was 
made, the sac opened, and thin, yellow, turbid fluid 
liberated. Two strangulated appendices epiploice at- 
tached to the sigmcid colon were in the sac and were 
removed. Fluid similar to that in the. sac was seen to 
be escaping from the peritoneal cavity. The incision was 
then extended medially, transecting the flat muscles of 
the abdomen and the left rectus. On exploration of the 
small bowel a fungating tumour of the ileum was found 
a few feet from the ileoczcal valve (Fig. 1). A central 
perforation was present through which the intestinal 
contents were escaping. Other similar nodules varying 
in size from a pea to a cherry were found at other points 
on the mesentery and bowel. A resection and side-to-side 
anastomosis was performed, removing about 10 inches 
of tumour-bearing ileum along with its mesentery. A 
drain was deft in the peritoneal cavity, the abdomen 
closed in layers, and the hernia repaired with interrupted 
chromic catgut. 

The pathological diagnosis was of leiomyosarcoma 
(Figs. 2 and 3) of the small intestine with perforation, 
and secondary leiomyosarcoma of the appendices epip- 
loicee of the sigmoid colon. Cultures taken at the time 
of operation grew Strep. hemolyticus, Bact. coli, and 
Strep. viridans. The organisms were found sensitive to 
terramycin. 

In the postoperative period the patient was maintained 
on Wangensteen suction and intravenous fluids and 
electrolytes for one week. Terramycin was administered 
intravenously. On his 26th postoperative day he devel- 
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Fig. 1 





cs . 
Fig. 2 


Fig. 3 


oped right lower lobe pneumonia, which responded 
rapidly to penicillin and streptomycin. He was dis- 
charged on his 34th postoperative day, and is still well at 
the time of writing this report, six months from the 
time of his operation. 


DIscussION 


To remove the entire area involved by the 
secondary deposits from this tumour was out of 
the question, because of its extent and the con- 
dition of the patient. If complete removal had 
been possible the prognosis would have been 
hopeful. Of those who survive operation about 
20% will survive for five years.’ In the presence 
of widespread secondaries there is little likelihood 
that this patient will survive that long. Perhaps 
deep radiotherapy would offer benefit to this 
patient; Chont is of the opinion that radiotherapy 
is of definite value in leiomyosarcoma of the small 
bowel, and discusses the various opinions on the 
efficacy of this treatment in this condition. 


The difficulty in making a correct diagnosis of 
small bowel tumour is illustrated in this case by 
the failure to disclose the tumour by gastro- 
intestinal radiographic investigation one week be- 
fore the perforation. 
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SUMMARY 


A case of leiomyosarcoma of the small intestine 
is presented. The presenting signs and symptoms 
were those of strangulated inguinal hernia with 
peritonitis. 


We gratefully acknowledge the advice and assistance 
of Dr. Roderick Ross of the Department of Pathology, 
and the preparation of the photographs by Mr. Arthur 
Smialowski of the Medical Photography Department of 
St. Michael’s Hospital. 
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SKIN FRAGMENTS IN 
END-OPENING NEEDLES* 


D. CRAWFORD LITTLE, M.B., M.R.C.P., 
Hamilton, Ont. 


IN AN INVESTIGATION into the presence of frag- 
ments of skin in large bore needles, standard 
end-opening 18 gauge needles were inspected 
before and after pneumothorax and pneumoper- 
itoneum refills. In a proportion varying from 25% 
to 50% with the individual physician, a small 
fragment of tissue was found in the end of the 
needle on withdrawal from the body. Microscopic 
section of several such fragments revealed them 
to be pieces of skin. 

On close inspection of the patient, a small 
deficiency was found in the skin adjacent to the 
puncture in about half of the punctures made. 
The total area of skin missing was usually about 
twice that of the cross-section of the needle. In 
a very small proportion of cases a definite skin 
deficiency was found in the absence of any cor- 
responding tissue in the needle. It was therefore 
apparent that when open-ended No. 18 needles 
were used, portions of superficial skin were fre- 
quently being carried into the refill cavities or 
other Laity tissues, and were very occasionally 
left either there or in the needle track. The pos- 
sibility of infection so arising was therefore in- 
vestigated. 


*From the Department of Medicine, Mountain Sanatorium, 
Hamilton, Ont. 
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Routine skin sterilization was performed by a 
single application of tinted benzalkonium chlo- 
ride (Zephiran) tincture. Skin fragments from 
the needles were cultured erobically and an- 
zrobically in the usual way. In a total of sixty 
fragments so examined there was no growth of 
bacteria. Cultures of skin fragments similarly 
obtained from unsterilized body surfaces readily 
grew nonhemolytic Staph. aureus. In a control 
test, using trochar-ended, side-opening Morland 
needles, no particles of skin were found in the 
needle, and no skin deficiencies in the area of the 
puncture wound. 

It is interesting to note that a search of the 
literature failed to reveal any direct reference to 
attempts at culturing skin particles taken from 
needles. Reference is made by Mayer' to block- 
age of fine needles by punched-out pieces of skin 
as a disadvantage in the induction of pneumo- 
thorax and in refill treatment. A larger needle is 
advocated. In a list of the causes of pleural effu- 
sion and empyema during pneumothorax treat- 
ment, Hayes? includes over-exertion, cold air, 
rough technique, procaine in the pleural cavity, 
tearing of adhesions and puncture of the lung by 
the pneumothorax needle. No mention is made 
of the undesirability, or indeed the risk, of intro- 
ducing a fragment of skin into the pleural cavity. 
In discussing the sequelae of pneumoperitoneum, 
Fox et al. report the occurrence of peritoneal 
fluid in a majority of their 1,500 cases. Out of 
50 pneumoperitoneum cases coming to autopsy, 
90% had evidence of inflammatory changes in 
the peritoneal surfaces. Although the type of 
needle used in these cases is not specified, it 
seems possible that a proportion of such cases 
of serous irritation, or even infection, may be 
caused by fragments of skin carried in by the 
needle in the manner suggested by this investiga- 
tion. 

It is appreciated that, owing to the greatly 
diminished popularity of air refill treatment for 
tuberculosis, the hazard noted above is largely 
of academic interest. Indeed, it is no longer pos- 
sible to carrv out a controlled experiment observ- 
ing the incidence of infection with different types 
of needle. Care should, however, be exercised 
in the use of large end-opening needles for other 
purposes such as aspiration or venipuncture, 

Conclusion.—The use of large end-opening 
needles without a flush-fitting stilette involves the 
risk of carrying into the body fragments of super- 
ficial skin. Some of these fragments may be 
retained, When skin sterilization is effective, 
there may be no apparent harmful effects from 
this procedure, but if sterilization is incomplete 
a serious risk of infection may occur. The use of 
side-opening needles appears to avoid this risk. 
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ANTIHISTAMINES BY INJECTION 
IN ALLERGIC DESENSITIZATION* 


C. J. MALLOY, B.A., M.D., C.M., 
F.A.C.P., F.R.C.P.[C.],+ Montreal 


Many Lay and some professional people re- 
garded the introduction to therapeutics of the 
antihistamine preparations, in the middle forties, 
as the final solution to the problems of allergy. 
This feeling has long since been dissipated. 
Nevertheless, antihistamine preparations used 
chiefly by mouth have proved of great if limited 
usefulness symptomatically in contact dermatitis, 
uriticaria, angioneurotic oedema, seasonal and 
non-seasonal allergic rhinitis and other allergic 
conditions. In no case should sole reliance be 
placed on antihistamines in treatment. This 
particularly applies to the treatment of hay 
fever: evidence suggests that their use in persons 
who have not been desensitized has led to asthma 
at the end of the hay fever season. 


The treatment of choice in hay fever is specific 
desensitization, but a certain minimum level of 
dosage is necessary in most patients if: good 
results are to be obtained.’ Even the achievement 
of this minimum level, not to speak of rapid and 
high dosage schedules, may be prevented by the 
occurrence of general reactions in the patient. 
Later uses of antihistamine preparations have been 
in conjunction with ragweed antigen for control 
of excessive local and general reactions to the 
latter, The first reports of patients so treated were 
those of Maietta in 1949 and 1950.*\* Various 
antihistamines were given by mouth before and 
after injection of antigen and mixed with the 
antigen in the same syringe at the time of injec- 
tion. Side-reactions of drowsiness, lassitude or 
insomnia occurred in 29% of cases, but results 
in general were good. Since this time, other 
workers have used antihistamines by injection in 
pollen desensitization.® ** Most experimenters 
have drawn antihistamine and antigen into the 
same syringe. Others have used antihistamine in 
solution as a diluent for the antigen.* An attempt 
to give a single pre-seasonal desensitizing dose of 
ragweed antigen with antihistamine has been 
tried without convincing results. A further ad- 
vantage of the use of antihistamines by injection 
is their enhancing effect on antibody produc- 
tion.?° to 12 


Combined antigen and antihistamine injections 
have also proved useful in preventing allergic re- 
actions when potentially or actually allergenic 
substances are used parenterally.® * 1%: 14 


ANALYSIS OF CASE MATERIAL 


The use of antihistamine by injection within a 
millimetre or two of the antigen injection sites, 


*From the Department of Medicine, McGill University. 
Lecturer in Medicine, McGill University; Assistant Phy- 
sician, Royal Victoria Hospital, Montreal. 
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and not in the same syringe as the latter, is re- 
ported in this paper in 10 cases treated privately; 
these are a small proportion of the total cases 
under treatment by desensitization. They were 
chosen particularly because of the special dif_i- 
culty that they had such large local or general 
reactions with each injection that progress with 
desensitization could not be made. All were cases 
of severe hay fever or severe dust sensitivity. 
Eight were under treatment for ragweed sen- 
sitivity, seven of these pre-seasonally and one 
both pre-seasonally and perennially. In all, this 


’ was the chief or only sensitivity. In two cases,, 


use of the antihistamine was necessitated by large 
local reactions to dust and a constitutional dis- 
turbance within 24 hours of the injection. The 
age range of the patients was 20 years to 42 
years. By using antihistamine, the final top 
dosages of ragwood reached ranged between 
3,500 and 6,500 protein nitrogen units. In the 
two cases of reaction to dust, 1 c.c. of undiluted 
extract was reached promptly in a course of in- 
jections, increasing each dose by a tenth of a 
c.c. In all, excellent relief of symptoms was re- 
ported following treatment. The antihistamine 
used in this series was Histadyl (thenylpyra- 
mine hydrochloride), the average dose being 10 
mgm, Seven patients complained of mild drowsi- 
ness following the injection but the symptom 
was not seriously disturbing in any case. 

Fourteen cases of pollen sensitivity treated at 
the Royal Victoria Hospital Allergy Out-patient 
Department and given 1 to 4 mgm. Chlor-trip- 
olon mixed in the same syringe as the antigen are 
also reported. All required this treatment because 
local or general reactions to pollen injections were 
so disturbing that treatment could not be given 
to effective dosage levels. Of the group, one case 
was of mild hay fever, the rest being either 
moderately severe or very severe. One was sen- 
sitive to grass pollen only; four were sensitive to 
both ragweed pollen and grass pollen; the rest 
were sensitive only to ragweed. One case was 
complicated by sensitivity to inhaled dust. One 
thousand protein nitrogen units or more were 
reached in each case. Eleven of the 14 patients 
reported excellent results as regards relief of hay 
fever. Side-reactions of dizziness or drowsiness, 
or both, were prominent in two cases. 


DISCUSSION 


In using antihistamines as an adjunct in the 
treatment of pollen sensitivity, or to prevent re- 
actions to potentially allergenic substances, most 
allergists put them in the same syringe as the 
antigen or potential antigen, but there are dis- 
advantages to this. Employment of antihistamines 
only by mouth for these purposes is so much 
less efficacious as to be impracticable. Anyone 
who has tried to draw an exact amount of a 
solution into a syringe which contains a measured 
quantity of another solution knows how difficult 
exactness is and how prone one is to contaminate 
one solution with another, The use of antihista- 
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mine as a diluent for the antigen has the dis- 
advantage that when strong doses of low volume 
are given the dose of antihistamine is lower than 
optimal and may be too low to be effective. The 
method of injecting a dose of an antihistamine 
within a millimetre or two of the injection site 
is, in practice, equally effective; it is much sim- 
pler and exact dosage can therefore be assured. 
It eliminates excessive local and general reactions 
and may be used to shorten pollen desensitiza- 
tion courses, Side-reactions to the antihistamines 
used in this group of cases have not been serious 
enough to warrant discontinuance of their use. 
However, the possibility of their occurrence pre- 
vents their routine use in desensitization or in 
injecting substances potentially allergenic, such 
as penicillin, vitamins, contrast media and blood. 


SUMMARY 


1. A brief survey is made of the present status 
of the use of antihistamines by injection in pollen 
desensitization therapy. By reducing the inci- 
dence of excessive local and general reactions, 
they permit more rapid and certain attainment 
of effective levels of dosage. 

2. Reference is also made to their use by in- 
jection in lessening the incidence of dangerous 
reactions to potentially allergenic substances, 
such as penicillin and contrast media used for 
diagnostic or therapeutic uses. 

3. Twenty-four cases of pollen or dust sensi- 
tivity with excessive local or general reactions 
and treated by antigen and antihistamine in- 
jections are presented. Ten of the cases were 
treated by concurrent injection of antigen and 
antihistamine in sites a millimetre or so apart. 
Simultaneous injection of the two substances, 
which was done in the remainder of the cases, 
has a number of disadvantages which have been 
outlined. 

4, Excellent results were obtained in 21 of the 
24 cases, and in no case were side-reactions 
sufficiently severe to warrant discontinuance of 
treatment. 


~~) 


My thanks are due to Miss Grace Allnutt, R.N., of 
the Allergy Clinic of the Royal Victoria Hospital for 
valuable assistance rendered in the compilation of hos- 
pital case material. 

The Histadyl used in this study was supplied through 
the courtesy of Eli Lilly and Company (Canada), Limited. 

The Chlor-tripolon used in this study was supplied 
_——— the courtesy of the Schering Corporation, 

imited. 
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THE TREATMENT OF 
GONOCOCCAL AND 
NON-SPECIFIC URETHRITIS 
BY THE GENERAL 
PRACTITIONER 


IRVIN WEISSTUB, M.D., Winnipeg 


Ir 1s HOPED that these observations, based on 
the treatment of from 500 to 600 cases of ure- 
thritis with complications of varying severity, 
over a period of 21 years, will be of some help to 
practitioners in smaller centres without urethro- 
scopic, cystoscopic and specialized laboratory 
facilities. 

Fortunately, we now have in penicillin a 
powerful weapon capable of curing most gono- 
coccal infections, regardless of severity, within 48 
to 72 hours. However, many strains of the organ- 
ism have now become insensitive to the drug and 
in these cases as well as in mixed infections we 
must have recourse to the older methods of treat- 
ment. It is paradoxical that it takes much longer 
to eliminate non-specific urethritis than frank 
gonococcal infections. The patient must find what 
comfort he may in the negative bacteriological 
report showing the disease not to be “truly 
venereal.” 


The treatment of gonococcal urethritis may be 
divided into three epochs, The infection was 
recognized even in Biblical times as a contagious 
disease called Zov (the Hebrew term for dis- 
charge) and was treated by isolating the patient; 
what other specific treatment was in vogue is not 
known. For thousands of years gonococcal ureth- 
ritis was treated by local applications of disin- 
fectants such as irrigations or instillations of 
silver-nitrate solutions. This crude method was 
quite effective, though it was rather painful and 
caused many complications, such as posterior 
urethritis, prostatitis, epididymitis and cystitis, 
The most serious complication of the disease and 
its treatment was urethral] stricture, which practi- 
cally disabled the patient for the rest of his life. 
Blennorrhoea, iritis, and endocarditis were for- 
tunately rare sequelae. Patients were harmed as 
much by the prolonged course of treatment and 
instrumentation as by the severity of the infec- 
tion, and in many chronic cases the patient was 
turned into a psychoneurotic. However, this the- 
rapeutic regimen when applied skilfully was 
curative in a fair proportion of cases. 

The second epoch in the treatment of urethritis 
began with the internal administration of sul- 
phonamides., The side-effects arid risks of sul- 
phonamide treatment are well known to every 
practitioner, They include morbilliform rashes, 
general malaise, anaemias, and agranulocytosis. 
Sulphonamide therapy represented great pro- 
gress in the treatment of this disease, as it was 
curative in 60% of cases and prevented many 
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complications. In some penicillin-resistant or 
penicillin-allergic cases we can even today revert 
to sulphonamides or. some other older method of 
treatment. 


A great advance in the treatment of gonococcal 
urethritis was ushered in with the era of penicil- 
lin. I do not believe in the “one-shot” method, 
as it carries too great a risk of recurrence. I use 
at least three injections of 300,000 units (1 c.c.) 
of penicillin in oil. This has the least risk of toxic 
reactions, which may require oxygen administra- 
tion. Oral administration of penicillin is in my 
experience too weak and unreliable and may be 
used only for a short time after the disease has 
been controlled by intramuscular injections of the 
drug. 


The treatment of non-specific urethritis is at 
times difficult and tedious. In some cases pro- 
longed courses of penicillin and in others peni- 
cillin-streptomycin combinations are helpful. 
Sulphonamides, especially sulphathiazole, though 
more toxic than penicillin, are curative in many 
cases. If the patient fails to improve under anti- 
biotic treatment, one must revert to the old 
method of applying disinfectants locally under 
strict precautions of cleanliness. I instil a solution 
of two capsules Neo Silvol* in half an ounce of 
water through a fine catheter. After the patient 
urinates, I insert a fine, well-lubricated Foley 
catheter and while withdrawing the catheter I 
instil a solution of two capsules Neo Silvol in 
14 oz. of water. This treatment is painless and 
the solution is’ applied to the anterior and 
posterior parts of the urethra. I prefer Neo Silvol 
to Argyrol as it is not so apt to soil the pa- 
tient’s underwear. Prostatic massage combined 
with stripping of both seminal vesicles is of great 
help in clearing up resistant cases. 


*Parke, Davis & Co. 


370 Seikirk Ave. 





LOW PROTEIN DIET IN OBESITY 


Low sodium diets used in therapy of hypertension 
lead to weight loss, but adding sodium does not arrest 
the weight loss, whereas adding protein does. A series of 
42 obese persons were given a low-protein (35 + 5 gm. 
a day) diet without caloric restriction. Immediate re- 
sults were encouraging, for 32 persons lost 100 gm. or 
more a day and continued to feel well. It seemed as if 
the low-protein diet reduced appetite. Unfortunately, 
on discharge most of the patients went back to their 
old habits, and regained the lost weight. Protein limita- 
tion is recommended as an adjunct in treatment of 
obesity.—Dole, V. P. et al., Am. J. Clin. Nutrition, 2: 
381, 1954. 
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SAFETY LAST 


Toronto papers recently carried the story of a 
toolmaker who installed safety belts for himself 
and his wife in their car last summer. This appar- 
ently caused much laughter in the neighbour- 
hood, but the laughter ceased after the driver 
turned his car over in a ditch on an icy road, and 
emerged with himself and his wife unhurt. 

This story lends point to the campaign cur- 
rently being-fought in the United States by a few 
public-spirited physicians who are appalled at 
the growing number of injuries and deaths on 
the highways and the rather casual attitude of 
automobile designers to the wholesale slaughter. 
At the American Medical Association Annual 
Meeting in 1948, a Section chairman, Dr. Wood- 
ward,’ read a paper entitled “Medical Criticism 
of Modern Automotive Engineering,” embodying 
a number of sensible suggestions for removing 
dangerous features in the construction of modern 
automobiles. He tried to stimulate his audience 
to action by saying that while he was reading 
his paper, 2 people would be killed and 68 
injured in automobile crashes on U.S. roads. 
Campbell,? writing this winter, puts the matter 
in different terms when he states that in about 
50 years the automobile has killed more U.S. 
citizens than all the wars together in which the 
U.S.A, has been involved. Elsewhere,* Campbell 
compares poliomyelitis with car crashes, and finds 
that in 1952 the latter caused ten times as many 
fatalities and injuries as the former. Yet contrast 
the emotional disturbance aroused by polio with 
the complacent attitude of the average citizen 
towards automobile accidents. 

This astonishing attitude is well described by 
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Bergen Evans in his latest book, The Spoor of 
Spooks. He labels the curious fascination of the 
automobile for the American public “autointoxi- 
cation,” and makes the following comment: 


“Such a state of affairs would not continue unless 
it gratified something deep in our psyche, and as the 
slaughter goes on, with ever-accelerating ferocity, we 
must face the central fact: we like it. However much 
we may lament and protest, we are plainly having a 
wonderful time.” 


Whether we agree with Bergen Evans or not, 
there certainly is a curious blind spot in our 
makeup which allows us to view with indiffer- 
ence the figures for road casualties while we are 
deeply disturbed by the crash of an aircraft. 
Moreover, the amount of research and effort 
which has gone into making aircraft safe to fly 
and safe to crash in recent years is enormous, so 
far as one can tell from the literature, in com- 
parison with the work done on making cars safe 
in a crash, Dr. Woodward pointed out in 1948 
a number of highly dangerous features of the 
modern automobile; these features are still with 
us eight years later. There is still a rigid steering 
column right in front of the driver’s chest; there 
are still knobs and levers and projections scat- 
tered all over the inside of the body; there is 
still no attempt to study the advantages of plastic 
windshields over glass, or to fit telescopic fenders 
instead of rigid ones. In almost every community 
on this continent, police are making superhuman 
efforts to cut the toll of motoring by tackling the 
problem of the man behind the wheel. It has 
been argued—for instance, in a Canadian weekly 
—that because the majority of motor accidents 
are essentially due to human stupidity, the motor 
designers should not be expected to worry about 
them. This attitude can scarcely be endorsed by 
physicians, much of whose work is concerned 
with rescuing the human race from the conse- 
quences of its stupidity. One cannot help feeling 
that someone should be tackling the problem of 
the machine as well as its driver. 

All the evidence points to a steep reduction in 
death and injury if only rapid deceleration could 
be made safe. Livingstone‘ has recently published 
a series of 1,475 cases of non-fatal injury sus- 
tained in collisions. He finds that the principal 
cause of injury is the uncontrolled motion of the 
occupant in relation to the automobile. In other 
words, when a car collides with another object 
and undergoes rapid deceleration, the driver and 
passengers bang themselves to death against the 
inside of the vehicle. Woodward referred to the 
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predominant injuries in his own series at the 
University Hospital of Virginia. The three he 
stresses are all due to lack of fixation of the riders 
in their seats—facial and head injuries due to 
impact against the dashboard or windshield, 
crushing injuries to the driver’s chest due to 
impact with the steering wheel, and injuries to 
hip and knee due to protective action when the 
victim is propelled forward. This brings us back 
to the safety-belt idea. Probably something more 
than an airplane belt is needed to keep the head 
from flying forward. This is a matter for research. 
Is anyone doing such research? We do not know, 
but if they are, the results are not apparent. 
Campbell asserts that safety belts would save 
70-90% of deaths in collisions. If so, why haven't 
we got them? 


. Woopwarp, F. D.: J. A. M. A., 138: 627, 1948. 
. CAMPBELL, H. E.: Surgery, 36: 1056, 1954. 

. Idem: J. A. M. A., 154: 1023, 1954. 

. LIVINGSTONE, R. G.: Surgery, 36: 1059, 1954. 
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KNEE DISARTICULATION 


The advantages of disarticulation through the 
knee as compared with other amputations 
through the thigh have been convincingly pre- 
sented recently. Colonel Joseph W. Batch and 
associates at Walter Reed Hospital have re- 
ported most encouraging results with this tech- 
nique. The fresh enthusiasm for this procedure 
has been sparked by the development of a better 
prosthesis. Many times in the past the operation 
has been recommended but general acceptance 
has not prevailed. 

On a group of over fifty Korean casualties, this 
operation has been used as the procedure of 
choice for amputation at this level. In the tech- 
nique, the anterior incision is made just below 
the tibial tubercle; the patella is retained and 
is anchored through its ligament to the remnants 
of the cruciate ligaments left attached to the 
femur. This makes an end bearing amputation 


at knee joint level. 
The disadvantages are that a bulbous stump 


remains which is more difficult to fit than either 
those of the Gritti-Stokes or Callender method. 
In the technique, the patella must be stoutly 
anchored to cruciate remnants or the strong pull 
of the quadriceps will avulse it. Care is needed 
also to make the flaps long enough to cover the 
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condyles at closure because more skin length is 
needed than may be expected. 


Foremost of the advantages is the simplicity 
of the operation. It may be done more quickly 
than any other amputation at this level. It is 
accomplished with much less shock also, be- 
cause no sawing through bone is necessary. In 
company with the Gritti-Stokes operation, it 
leaves completely intact the important anastomo- 
sis about the knee and around the patella in 
particular. The Callender procedure has the dis- 
advantage of disturbing this anastomosis by re- 
moving the patella, thus jeopardizing the an- 
terior flap. The Gritti-Stokes amputation is an 
excellent operation; the only disadvantage is that 
it is a little more difficult and more time-consum- 
ing. 

The prosthesis and its fitting—often neglected, 
yet so vital an aspect of amputation walk—is the 
crux of this discussion. The new advocates pre- 
sent a tested and satisfactory limb which is not 
unsightly. They claim that the condyles if fitted 
properly allow more purchase by the bucket, so 
that the patient feels that the limb belongs to 
him and he is able to control rotation better. 
The socket recommended is made of moulded 
celastex and leather with an open lace front ex- 
tending to the gluteal fold. The limb generally is 
quite similar to that used for Gritti-Stokes 
amputees. There is considerable merit in retain- 
ing an end bearing stump wherever possible. 
Canadian surgeons in particular have long been 
advocates of this principle. The recent work of 
Colonel Batch and his group indicates that dis- 
articulation through the knee must be seriously 
reconsidered. ” James E, BATEMAN 





Editorial Comments 


MALNUTRITION AND OPERABILITY 


Malnutrition is one of the most common com- 
plications in elderly candidates for surgery. Cole’ 
has recently stated that the nutritional status, 
particularly as it concerns plasma protein levels, 
is the most important factor in determining oper- 
ability. All patients should have not only the 
ordinary urine and blood examinations (including 
both hemoglobin and hzematocrit determinations) 
but also determination of plasma protein and 
electrolyte concentrations, NPN, and liver func- 
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tion. He considers the thymol and bromsulfalein 
tests most generally useful. The electrocardio- 
gram is valuable in revealing recent, perhaps un- 
suspected, coronary occlusion. 

Tuttle? notes that the history should include a 
study of the patient’s dietary habits and dietary 
intake, and stresses the value of a_ thorough 
endocrine survey, and of tests for deficiency of 
vitamins A and K, thiamin and ascorbic acid. 
BMR, rate of radioactive uptake, and protein- 
bound iodine, indicate the oxygen consumption, 
which bears an important relation to the aging 
process., Deficiencies in pancreatic, parathyroid: 
and steroid hormones and in secretion of diges- 
tive enzymes should be remedied, since they 
have a bearing on malnutrition. 

Except when the need for operation is urgent, 
prolonged, intensive treatment should be em- 
ployed, in order to bring the plasma proteins and 
plasma volumes to safe levels. The mortality 
rate is greatly decreased if adequate blood trans- 
fusions are given. Lr 


REFERENCES 


1. CoLE, W. H.: J. Am. Geriatrics Soc., 2: 786, 1954. 
2. TuTTLe, E.: Geriatrics, 9: 579, 1954. 





Drucs AND MeEpicAL Costs 


Among the factors in the cost of illness that 
of the cost of drugs deserves close scrutiny. 
Drugs we must have, but is their use justified 
in every instance, and is their cost reasonable? 


In passing it may be remarked that, generally 
speaking, we seem to be even more dependent 
on drugs that were our forefathers, although with 
our increasing control of illness it might have 
been expected to be otherwise. So-called “miracle 
drugs” should tend*to reduce the need for their 
use rather than increase it. 

Is it possible that we are over-prescribing? 
When this question was brought up at a recent 
panel discussion of the Montreal Medico- 
Chirurgical Society on the cost of drugs in re- 
lation to the cost of medical care, it was generally 
agreed that there was much indiscriminate use 
of the antibiotics in particular, both in surgical 
and in medical cases. In minor surgery, for ex- 
ample, how often are antibiotics needed rather 
than careful and thorough cleansing with soap 
and water? On the medical side, how often is the 
notoriously pencillin-resistant common cold given 
a “shot” of penicillin, with the conscience-salving 
reflection that at least it will reduce the chance 
of secondary infection, but no counter-balancing 
recollection of the possibility of unjustifiably pro- 
ducing a sensitivity to the drug. : 

In admitting this, however, it was also made 
clear that the fault does not lie entirely with the 
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profession, The public has come to accept the 
semantically and physiologically incorrect term of 
“miracle drug” all too trustingly, and many phy- 
sicians will freely admit that they are sometimes 
forced to prescribe antibiotics and vitamins be- 
cause of the importunity of their patients, rather 
than their medical needs. This calls for the 
always tedious and expensive process of educa- 
tion. 

But, granting that the responsibility for exces- 
sive prescription, especially of the newer pro- 
ducts, is to be shared between the lack of medical 
judgment and popular demand, the question of 
their cost still remains. Two representative drug 
manufacturers took part in the panel discussion 
mentioned, and discussed some of the multi- 
tudinous factors which are involved in the manu- 
facture and sale of drugs. A given product may 
take two years before it can be marketed, and 
then its life may not be more than a few years, 
since so many new drugs are continually appear- 
ing. High as the cost of some new products may 
appear, it was held that no excessive profit was 
made on them. Research is an indispensable 
activity of any large manufacturing drug com- 
pany, but actually the cost of research represents 
only about 5% of the sales of drugs. To an objec- 
tion to the method of repeated advertising by 
mail it was shown that this method varies with 
different companies, but on the whole no better 
method has been devised for bringing informa- 
tion continually to the practitioner, and the cost 
of this advertising does not add appreciably to 
the cost of drugs. 

In summary, this discussion brought out the 
fact that the cost of drugs in illness is not exces- 
sive, although the quantities prescribed could be 
reduced in some degree without loss, if not, in 
given instances, with advantage. 





HEALTH STATISTICS 


The suspicion with which statisticians have in 
the past been regarded by those ignorant of their 
mysteries is gradually yielding in the medical pro- 
fession to a realization of their value in fact- 
finding investigations. No-one designs a bridge 
without first calculating the amount of traffic it 
will have to carry; similarly, no-one nowadays 
plans a health service without a_ preliminary 
assessment of the load of work with which it will 
have to cope. 

Obtaining such health statistics involves a 
number of considerations. In the first place, 
statistical work means an outlay of money— 
statisticians, enumerators and supervisors require 
to be paid. The public in general, national and 
municipal authorities, and the medical profession 
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have therefore to be brought to an appreciation 
of the need for the work envisaged. In a recent 
symposium in the Bulletin of the World Health 
Organization,* methods intended to secure such 
an appreciation are discussed. Among others, Dr. 
R. Kohn of Ottawa puts forward the view that 
statistics must be made easily understandable by 
the non-expert, and that the statistician must be 
able to demonstrate the value of his project in 
dollars and cents where possible, and to link his 
statistics up with other social and economic data. 

Linked up with this is the need for securing 
co-operation from persons supplying the statis- 
tical data. This is a problem in human relations 
as well as an educational problem. A closer 
acquaintance with statistical methods in the form 
of a short course at medical schools would help 
to secure the interest and help of the medical 
profession. In the symposium mentioned above, 
Mr. Fraser Harris of Ottawa takes the view that 
“statistics, like taxes, are necessary but unpopular 
and are hardly likely ever to obtain sufficient 
general approbation to elicit completely volun- 
tary and satisfactory response to their require- 
ments.” He advocates payment of persons sup- 
plying data, and also uses the quid pro quo 
technique of returning to such suppliers of data 
as hospitals statistics of practical use to them. 
He discusses in detail methods of facilitating and 
maintaining co-operation. Like other contributors 
to the symposium, he stresses the need for pre- 
serving the confidential nature of information 
given. 

Of recent years, the value of sampling 
methods, in which only a random sample of a 
population is studied, as opposed to complete 
surveys of a population, has become more evident. 
Dr. Hauser of Chicago and Mr. Fraser Harris 
give examples in the WHO symposium of the 
use and advantages of sampling methods in na- 
tional health statistics. Mr. Harris describes 
the technique used in ascertaining morbidity 
by sampling methods for the Canadian Sickness 
Survey, 1950-1. He shows how in determining 
the size of the sample to be studied, a balance 
had to be struck between the degree of detail 
required, the degree of accuracy, and the cost of 
the survey. The final decision to be content with 
a 20% margin of sampling error was based on 
cost. To have cut the error from 20% to 10% 
would have raised the price from $130,400 to 
$426,000, a prohibitive figure. 


*Vol. II, Nos. 1-2. , 
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In the whole of this valuable symposium, there 
seems to be only one notable omission. None 
of the contributors discusses the possible ways 
in which health statistics could be misused, either 
by drawing unwarrantable conclusions from them 
or by using them to make individuals conform to 
a norm. 





Sm Epwarp MELLANBY 


We regret to announce the death on January 
30 of Sir Edward Mellanby, the great nutrition- 
ist, at the age of 70. Born and bred in the North 
of England, Mellanby was an embodiment of 
the straightforwardness and plain speech tradi- 
tionally associated with that area. His best- 
known contribution to the science of nutrition 
is of course his discovery that rickets is primarily 
due to the absence from the diet of a fat-soluble 
factor (later identified as vitamin D). The list of 
Mellanby’s discoveries includes the recognition 
of the fact that phytic acid is the component in 
cereals which causes rickets in dogs fed an ap- 
parently adequate diet, the demonstration of the 
way in which vitamin A can influence the growth 
and shape of bones and thus possibly cause 
neurological disturbances, and the identification 
of agenized bread as a cause of hysteria in dogs. 
Nine years after the last-named discovery, the 
British Government has decided to ban the use 
of the agene ‘process for improving flour. The 
Food and Drug Administration of the U.S.A. 
had previously introduced similar legislation. 

Mellanby was mainly responsible for some of 
the valuable work on nutrition done by the 
Health Section of the League of Nations, such 
as the standardization of vitamins. He was also 
influential in obtaining for the people of the 
United Kingdom a balanced diet during the 
lean years of World War II. 

In 1949 he retired (in a technical sense) from 
the position of secretary to the Medical Research 
Council, but the stream of work never ceased, 
and papers on chemical treatment of food and 
on various aspects of vitamin A continued to 
appear at regular intervals. 

Like so many great men, he must have owed 
much to the inspiration of his wife, herself a 
gifted research worker. To Lady Mellanby our 
sympathy is extended in this great loss. 





T. CLARENCE ROUTLEY, C.BE., M.D., LL.D., F.R.C.P.(C.) 
President-Elect, British Medical Association 
President-Elect, Canadian Medical Association 
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A Message to Members from the 
President-Elect 


I HOPE EVERY MEMBER of the Canadian Medical Association has put a ring 
around the week of June 20 on his calendar and is planning to spend that 
week in Toronto attending the Annual Meeting. 


You are aware, of course, that this is a very special convention in that we 
are to have the pleasure of playing hosts to the British Medical Association as 
they hold their 123rd Annual Meeting with us. 


Three times previously the B.M.A. has met in Canada — in 1897 in Montreal, 
in 1906 in Toronto, and in 1930 in Winnipeg. It is quite possible that another 
twenty-five years may elapse before we shall have a similar privilege, so let’s 
make the Conjoint Meeting of this year the best yet. 


Your hosts, both men and women, as represented in the Academy of 
Medicine of Toronto and the Ontario Division of the Association, have been 
working diligently for many months preparing for your comfort and entertain- 
ment. The Programme Committee, numbering upwards of one hundred in the 
United Kingdom and Canada, has arranged a Scientific Programme of a very 
high order including many leading members of the profession on both sides 
of the Atlantic. Altogether the week promises to be an interesting and memor- 
able one. 


June is usually a delightful month in Toronto, sunny and bright and not 
too hot. A rare opportunity awaits you and your wife to combine a pleasant 
holiday with a medical meeting you will never forget. Why not tell your secretary 
now to book you up solidly for the week of June 20 in Toronto? 


But a word of caution—if you require hotel reservations and have not 
already made them, I would suggest that without delay you communicate with 
Dr. Glenn Sawyer, Chairman of the Housing Committee, at 244 St. George St., 
Toronto, utilizing the housing application form to be found in this issue of the 
Journal. 


Again let me say on behalf of your hosts that a warm and cordial welcome 
awaits you at the Conjoint Meeting of the British Medical Association, the 
Canadian Medical Association and the Ontario Division in Toronto during the 
week of June 20, 1955. 


T. CLARENCE ROUTLEY, 
President-Elect. 
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- Preliminary Scientific Programme 
for the 
CONJOINT ANNUAL MEETING 


British Medical Association 
Canadian Medical Association 


@ntario Medical Association 
TORONTO, JUNE 20 - 24, 1955 


Morning Sessions — Monday, June 20, 1955 
ROUND-TABLE CONFERENCES 


9.00 - 10.15 a.m. 

The Management of Prostatic Obstruction. 
Chairman: Dr. C. L. Gosse, Halifax. 

Pain. 
Chairman: Dr. FRANK TURNBULL, Vancouver. 


The Role of the General Practitioner in the Diagnosis 
and Treatment of Glaucoma. 
Chairman: Dr. A. J. Exot, Toronto. 


The Problem of the Anzmias. 
Chairman: Dr. E. S. Mitys, Montreal. 


PLENARY SESSION 


10.30 a.m. - 12.15 p.m. 


The Present Status of Chemotherapy of Bacterial 
Infections. 


Chairman and Opening Speaker: Pror. L. P. Garrop, 
London; Speakers: Dr. T. E. Roy, Toronto; Pror. J. W. 
Crorton, Edinburgh; Dr. K. J. R. WichTMan, Toronto. 


Morning Sessions — Tuesday, June 21, 1955 
ROUND-TABLE CONFERENCES 


9.00 -.10.15 a.m. 
Surgery of the Lungs. 
Chairman: Dr. R. M. JANEs, Toronto. 


Is Prenatal Care Worthwhile? 
Chairman: Dr. Exvtnor F. E. Buiacx, Winnipeg. 


The Prevention and Treatment of Poliomyelitis. 
Chairman: Dr. C. E. vAN Rooyen, Toronto. 


Alcoholism in Industry. 
Chairman: Dr. W. Harvey CrvuIcKsHANK, Montreal. 


GENERAL SESSION 


10.30 a.m. - 12.15 p.m. 


The Blackader Lecture: The Changing Pattern of 
Peediatrics 

ProFEssoR STANLEY GRAHAM, Glasgow. 
Title to be announced. 

Str GEOFFREY JEFFERSON, Manchester. 


Morning Sessions — Wednesday, June 22 


ROUND-TABLE CONFERENCES 
9.00 - 10.15 a.m. 
The Management of Coronary Thrombosis. 
Chairman: Dr. Harotp SEGALL, Montreal. 
Deafness. 
Chairman: Dr. W. J. McNA.ty, Montreal. 
The Management of Bronchial Asthma. 
Chairman: Dr. Bram Rose, Montreal. 


The Recognition and Management 
Reactions. 


Chairman: Dr. R. O. Jones, Halifax. 


of Depressive 


PLENARY SESSION 


10.30 a.m. - 12.15 p.m, 


The Clinical Application of Physiology to Medicine and 
Surgery. 

Chairman and Opening Speaker: Str HENRY COHEN, 
Liverpool; Speakers: Dr. JosEpH Douprr, Winnipeg; Sir 
Henry Dace, London; Dr. J. S. L. BRowNE, Montreal. 


Morning Sessions — Thursday, June 23 


ROUND-TABLE CONFERENCES 
9.00 - 10.15 a.m. 


The Management of Rheumatoid Arthritis. 
Chairman: Dr. WaLLAcE GRAHAM, Toronto. 


The Care of Premature Infants. 
Chairman: Dr. J. F. McCreary, Vancouver. 


Anesthesia for the Aged Patient. 
Chairman: Dr. Haroip GrirFirH, Montreal. 


Problems in Dermatology. 
Chairman: Dr. GEorcE S. WILLIAMSON, Ottawa. 


GENERAL SESSION 


10.30 a.m. - 12.15 p.m. 
Sm Rosert Macrintosu, Oxford. 
A Plea for Simplicity in Anzesthesia. 
ProFEssoR DucALp Barirp, Aberdeen. 
Indications for the Use of Ceesarian Section. 
Dr. Wii1aAM Picxues, Aysgarth. ; 
The General Practitioner and the Laboratory. 
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Morning Sessions — Friday, June 24 


ROUND-TABLE CONFERENCES 


9.00 - 10.15 a.m. 
The Value of Mass Radiography. 
Chairman: Dr. G. C. Brinx, Toronto. 
The Treatment of Burns. 
Chairman: Dr. S. D. Gorpon, Toronto. 
Lumbar Pain. 
Chairman: Dr. R. I. Harris, Toronto. 


Rehabilitation Following Industrial Injury. 
Chairman: Dr. Bruce Younc, Toronto. 


GENERAL SESSION 


10.30 a.m. - 12.15 p.m. 
The Gordon Richards Memorial Lecture: 
Why Do Cancer Patients Delay? 

Dr. J. Ratston PATERSON, Manchester. 
Sm HENEAGE Ocitvie, London. 

What Not to do in Gall Bladder Surgery. 
Dr. DEsMonp CurRAN, London. 


The Place of Psychology and Psychiatry in Medical 
Education. 


Afternoon Sessions — Wednesday, June 22 


SECTIONAL MEETINGS 


2.00 - 5.00 p.m. 
Anesthesia 


Dr. C. Lancton HEwenr, St. Albans. 


Physiology and Complications of the Trendelenburg 
Position. 


Dr. H. R. Grirritu, Montreal. 
Whither Now in Anzsthesia? 

Dr. A. R. Hunter, Stockport. 
Antidotes to Curarizing Drugs. 

Dr. Leon Lonetin, Montreal. 


A New Technique of Intubation for the Prevention 
of Contralateral Infection During Lung Surgery. 


Quiz Session. 
Moderator: Dr. B. C. Lercu, Regina. 


Afternoon Sessions — Thursday, June 23 


2.00 - 5.00 p.m. 
Anesthesia 


Dr. D. A. Buxton Hopkin, London. 
Chlorpromazine. 

Dr. H. J. Sureips, Toronto. 
History of Anesthesia in Canada. 

Dr. RONALD JARMAN, London. 
The Anesthetic and the Anesthetist. 

Dr. FERNANDO Hupon, Quebec. 
Considerations on Recovery Rooms. 

Dr. R. W. Corr, London. 
Anesthesia for Children and the Newborn. 


Dr. Puttire R. BroMace, Emsworth. 


Spirometry in the Assessment of Analgesia after 
Abdominal Surgery. $ 
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Afternoon Sessions — Tuesday, June 21 


2.00 - 5.00 p.m. 
Child Health 
Some Problems of the Neonatal Period 


Dr. Mary Crosse, Birmingham, and 
Dr. JEAN F. Wess, Ottawa. 


Vital Statistics—Causes of Neonatal Mortality and 
Morbidity. 


Proressor W. S. Craic, Leeds. 
Anoxia and Respiratory Failure. 


Dr. PETER SPOHN, Vancouver. 
Retrolental Fibroplasia. 


Dr. Bruce CHown, Winnipeg. 
Erythroblastosis. 


Dr. WittiAM DonouvueE, Toronto. 
Causes of Death in Prematurity. 


ProressoR ALAN MOoncriEFF, London. 
Congenital Malformations, Causation and Prevention. 


Mr. Denis BRowNE, London. 
Congenital Malformations, Surgery. 


Afternoon Sessions — Wednesday, June 22 
2.00 - 5.00 p.m. 
Child Health 
A. Problems of Gastro-Enteritis 


Dr. FRANCES PrissicK, Montreal. 
Bacteriology. 


Dr. B. ScHLESINGER, London. 
Drugs and Antibiotics. 


Dr. W. Payne, London. 
Fluid and Electrolyte Balance. 
B. Respiratory Diseases 


Proressor W. GaisForp, Manchester. 
Experiences with BCG. 


Dr. Guapys Boyp, Toronto. 
Bronchiectasis. 


Afternoon Sessions — Wednesday, June 22 


Dermatology 


Dr. D. A. WiitiaMs, London. 
The Whitfield Tradition in Modern Therapy. 


Dr. R. Mason Botam, Newcastle upon Tyne. 
Acute Skin Diseases in General Practice. 


Dr. Britain SANDERS, Toronto. 
Ringworm of the Scalp. 


Dr. B. UsHer, Montreal. 
Further Studies on the Pathogenesis of Rosacea. 


Afternoon Sessions — Thursday, June 23 


2.00 - 5.00 p.m. 
Dermatology 


Clinical session at Toronto General Hospital presented 
by the Section of Dermatology, Academy of Medicine, 
Toronto. 
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Afternoon Sessions — Monday, June 20 
2.00 - 5.00 p.m. 
General Practice 
Symposium—The Management of Abortion in General 


Practice. 


Moderator: Dr. JoHN Mann, Toronto. Participants: 
Dr. Jostyn Rocers, Toronto, and additional speakers to 
be announced. 


Afternoon Sessions — Thursday, June 23 
2.00 - 5.00 p.m. 
General Practice 


Dr. Ian D. Grant, Glasgow. 
Problems in the Management of the Aged. 
Dr. AtistaiR McCrone, Glasgow. 
“Let Me See Your Tongue.” “Why?” 
Dr. F. M. Rose, Preston. 
Problems of Hypertension in General Practice. 
Dr. Haroxip F. RoBertson, Toronto. 
Occluding Arterial Lesions of the Leg. 
Dr. J. A. McDona.p, Glace Bay. 
Subject to be announced. 


Afternoon Sessions — Monday, June 20 


2.00 - 5.00 p.m. 
Medicine 


Dr. H. GarFreEtp KELLY, Kingston. 
The Mechanism of Heart Failure. 
Dr. STEPHEN WHITTAKER, Warwick. 
The Treatment of Heart Failure. 
Dr. Paut Davin, Montreal. 
Indications for and Results of Mitral Valvulotomy. 
Dr. Hucu STANSFIELD, Vancouver. 
Electrocardiographic Patterns in Atypical Acute Coro- 
nary Occlusion. 
Dr. KENNETH Harris, London. 
Clinical Aspects of Atypical Coronary Disease. 
Dr. WiLi1AM Evans, London. 
Treatment of Cardiac Infarction—Immediate and Late. 


Afternoon Sessions — Wednesday, June 22 


2.00 - 5.00 p.m. 
Medicine 


Dr. E. R. Cutan, London. 
The Essential Nature, Effects and Treatment of 
Simple Obesity. 
The Sprue Syndrome: 


(a) Dr. ALASTAIR CAMPBELL FRAZER, Birmingham. 
Idiopathic Steatorrheea. 


(b) Dr. Douctas CAMERON, Montreal. 
Secondary Steatorrheea. 


Dr. A. W. BAGNALL, Vancouver. 
Post Menopausal Osteoporosis. 


Dr. Guy E. Joron, Montreal. 


Diagnosis and Treatment of Acute Pyelonephritis in 
Diabetes Mellitus. 
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Afternoon Sessions — Thursday, June 23 


2.00 - 5.00 p.m. 
Medicine 


Dr. Davin A. Lone, London. 
The Etiology of Rheumatic Fever. 
(a) Dr. E. C. Warner, London. 


The Nature of the Physiological Disturbances in 
Chronic Pulmonary Emphysema. 


(b) Dr. T. H. Aaron, Edmonton. 


The Modern Treatment of Chronic Pulmonary 
Emphysema. 


Dr. WiLi1AM I. Morse, Boston. 
Investigation of the Hemorrhagic Diatheses. 


Dr. Joun P. GEMMELL, Winnipeg. 
Choice of Treatment in Hyperthyroidism. 


Afternoon Sessions — Wednesday, June 22 


3.00 p.m. 
National Health Service 


Chairman: Dr. R. W. RicHarpson, Winnipeg. 
Dr. E. A. Grecc, London. 
History of the Service. 
Dr. A. TaLBot Rocers, Bromley. 
The Family Doctor Service. 
Dr. T. RowLanp Hitz, London. 
The Hospital Service. 
Dr. S. C. Gawne, Liverpool. 
The Public Health Service. 


Afternoon Sessions — Monday, June 20 
2.00 - 5.00. p.m. 
Neurology 
Dr. HucuH Gar.anp, Leeds. 
Diabetic Neuropathy. 
Sm CHARLES SyMonps, London. 
Cough Headache—A Benign Syndrome. 
Dr. E. H. Borrere.t, Toronto. 
Hypothermia in Cerebral Vascular Surgery. 
Dr. W. M. LouGHEED, Toronto. 


Hypothermia for Neurological Surgery: Evaluation of 
the Method. 


Dr. W. Rircure Russe.ti, Oxford. 
Observations on Interstitial Neuritis. 


Mlenoiionn Sessions — Wednesday, June 22 
2.00 - 5.00 p.m. 


Neurology 


Dr. Rowianp Hix, London. 
Some Problems of Peripheral Neurotherapy. 

Mr. D. W. C. NortuFieL_p, London. 
The Results of Treatment of Cervical Spondylosis with 
Neurological Manifestations. 

Dr. Wicper PENFIELD, Montreal. 
The Results of Cortical Excision in the Treatment of 
Focal Epilepsy. 

Dr. MacDonatp CritcHLEy, London. 
Observations on Aphasia. 

Dr. Douctas McA.pine, London. 


Some Observations on the Diagnosis and Treatment of 
Multiple Sclerosis. 
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Afternoon Sessions — Tuesday, June 21 

2.00 - 5.00 p.m. 
Obstetrics and Gynzcology 

Dr. Douctas Frew, Edmonton. 

What is Adequate Prenatal Care Today? 
Mr. S. BENpER, Liverpool. 

Infertility. 
Dr. F. L. Jonson, Hamilton. 

The Management of Breech Presentations. 


Mr. JoHN PEEL, London. 
The Management of the Diabetic Patient in Pregnancy. 


Dr. Orro Scumipt, Winnipeg. 
Induction of Labour—Its Use and Abuse. 


Afternoon Sessions — Thursday, June 23 
2.00 - 5.00 p.m. 


Obstetrics and Gynzcology 


Dr. Cart Tupper, Halifax. 


The Management of Spontaneous Abortion—A Com- 
bined Approach. 


Dr. Paut Latour, Montreal. 

The Early Diagnosis of Cancer of the Cervix. 
Miss Giapys Hitx, London. 

Functional Bleeding. 
ProFEssoR Davip STEWART, Kingston, Jamaica. 


Treatment of Suppression of Urine Following 
Eclampsia and Preeclampsia. 


Mr. Matcotm Dona.pson, London. 
Cancer Education. 


Afternoon Sessions — Tuesday, June 21 
2.00 - 5.00 p.m. 
Occupational Medicine 


Dr. A. H. SELLERs, Toronto. 
The Procuring of Comparable Industrial Morbidity 
Statistics. 

Dr. J. E. Goopwin, Toronto. 
Indicating in Advance a Susceptibility to Noise. 

Dr. IAN Urngunart, Toronto. 
Problems of Resuscitation in Industry. 

Dr. J. H. Baru, Toronto. 
Some Considerations of Sickness Absenteeism in a 
Non-hazardous Industry. 

Dr. J. J. O'Dwyer, London. 


The Contribution of the Doctor to the Management 
Team. 


Afternoon Sessions — Thursday, June 23 
2.00 - 5.00 p.m. ; 
Occupational Medicine 
Dr. Joun Rocan, London. 
The Health of the British Coalminer. 


Dr. R. ApPLeEForRD, Oakville. 


The Detection of Diabetes on Preplacement Blood 
Examinations. mn 
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Dr. C. G. SHaver, St. Catharines. 
Silicon Carbide as an Industrial Hazard. 


Dr. S. G. McLEaAn. 
Some Aspects of Health in the Oil Industry. 


SuRGEON COMMANDER F., P. E tis, R.N. 
Research on Thermal Problems of the Environment. 


Afternoon Sessions — Monday, June 20 
2.00 - 5.00 p.m. 


Ophthalmology 


Mr. James H. Doccarrt, London. 
Vessels of the Ocular Fundus as a Guide to Prognosis. 


Mr. Tupor Tuomas, Cardiff. 
On Advising a Corneal Graft. 


Dr. I. Litoyp JoHNsTONE, Worcestershire. 
The Operative Treatment of Abducens Palsy. 


Dr. CHarLes Dyson, London. 
Chordomata of Ocular Interest. 


Dr. Howarp REED, Winnipeg. 


Some Observations on the Results of Cataract 
Extraction. 


Dr. C. D. Batrp, Chatham. 
Diseases of the Meibomian Glands. 


Afternoon Sessions — Wednesday, June 22 
2.00 - 5.00 p.m. 
Orthopzedic Surgery 


Mr. H. Jackson Burrows, London. 
Replacement of Bone by Internal Prostheses. 


Dr. J. BATEMAN, Toronto. 
Management of Acute Nerve Injuries. 


Dr. J. M. Janes, Rochester. 
Peripheral Vascular Surgery from the Standpoint of 
the Orthopzdic Surgeon. 

Mr. J. P. Jackson, London. 
Results of Chemotherapy in Bone and Joint Tuber- 
culosis. 


Dr. GEORGE PENNAL, Toronto. 
The Thomas Splint. 


Mr. H. H. Lancstron, Winchester. 


A Plea for a Rational Outlook on the Internal Fixation 
of Fractures. 


Symposium on Traumatic Paraplegia. 
Dr. A. JousseE,, Toronto (Chairman). 


Afternoon Sessions — Thursday, June 23 
2.00 - 5.00 p.m. 
Orthopzdic Surgery 


Mr. Pum Wiss, London. 
The Etiology of Postural Defects. 


Mr. Denis Browne, London. 


The Causation of Certain Congenital Deformities and 
Their Treatment by Controlled Movement. 
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Dr. L. P. Roy, Quebec. 
Bone Tumours. . 


Dr. F. P. PaAtrEerRsonN, Vancouver. 
Complications of External Pin Fixation in Orthopzdic 
Surgery. 
Dr. G. L. Burke, Vancouver. 
Some Observations on the Feet and Legs in Child- 
hood. 
Dr. A. A. BuTLER, Montreal. 
Evaluation of the Use of Hydrocortone in Orthopedic 
Surgery. 
~ Mr. J. P. CAMPBELL, Nottingham. ed 
Treatment of Osteoarthritis of the Hip by Osteotomy. 


Dr. R. Gariepy, Montreal. 


The Surgical Management of Osteoarthritis of the 
Knee Joint. 


Dr. J. N. Swanson, Toronto. 
Some Orthopedic Problems Connected with Gouty 
Arthritis. 


Afternoon Sessions — Tuesday, June 21 


2.00 - 5.00 p.m. 
- Otolaryngology 
Dr. Davm H. BALLon, Montreal. 


Review of Foreign Body Endscopy Over a Period of 
Thirty Years. 


Dr. R. E. Greenway, London. 


Results of Cobalt Therapy in Malignancies of the 
Nose and Throat. 


Dr. J. A. Sutirvan, Toronto. 
Clinical Testing of Vertigo. 


Mr. Victor Necus, London. 
Air Conditioning Mechanism of the Nose. 


Afternoon Sessions — Wednesday, June 22 


2.00 - 5.00 p.m. 
Otolaryngology 


Mr. TERENCE CAWTHORNE, London. 
Facial Palsy. 


Mr. Ronatp Macsetu, Oxford. 


The Treatment of CEsophageal Varices in Portal 
Hypertension by Means of Sclerosing Injections. 


Dr. EDWARD TREMBLE, Montreal. 
A Few Highlights Concerning Respiratory Cilia. 


Dr. Howarp McCarr, Toronto. 
Parotid Tumours. 


Afternoon Sessions — Monday, June 20 
2.00 - 5.00 p.m. 
Preventive Medicine 


Proressor R. CrurksHANK, London. 
The Epidemiology of Upper Respiratory Tract 
Infections. 

Dr. G. Dempster, Toronto. 
Acute Respiratory Disease. 
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Dr. EvizABETH CHANT ROBERTSON, Toronto. 


Ultraviolet Radiation in the Control of Respiratory 
Disease. 


Dr. JoHN GarpINER, Toronto. 
The Heart Registry. 


Afternoon Sessions — Wednesday, June 22 
2.30 - 5.00 p.m. 


Preventive Medicine 


Dr. H. J. Parisu, London. 
Combined Immunization. 

Dr. A. R. Fotey, Quebec, and 

Dr. James M. MATHER, Vancouver. 
Combined Immunization from the Viewpoint of the 
User in the Field. 

Dr. P. J. Mooney, Toronto. 


Antigenic and Immunological Aspects of Combined 
Immunization. 


Afternoon Sessions — 
Tuesday, June 21, and Thursday, June 23 
2.00 - 5.00 p.m. 
Psychiatry 
Dr. A. E. Mou, Montreal. 
The Psychopathology of Suicide. 


Dr. G. C. Sister, Winnipeg. 
The Treatment of Suicidal Attempts. 


Dr. Wma. C. Gipson, Vancouver. 
Basic Sciences in Psychiatry—Physiology. 


Dr. JOHN W. Lovett Doust, Toronto. 
Basic Sciences in Psychiatry—Psychology. 


Names of contributors from the United Kingdom are 
not yet available. 


Afternoon Sessions — Wednesday, June 22 


2.00 - 5.00 p.m. 
Radiology 
Diagnosis. 
Dr. L. R. Harnick, Toronto. 
Diodrast Arthrography of the Knee, and Surgical 
Correlation. 
Dr. R. A. MAcPHERSON, Winnipeg. 
Ulceration of the Duodenal Bulb without Deformity— 
A Clinical-Radiological Correlation. 
Dr. GumLauME GrLL, Montreal. 
Ureteral Block and Kidney Function. 


Names of contributors from the United Kingdom are 
not yet available. 
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Afternoon Sessions — Thursday, June 23 


2.00 - 5.00 p.m. 
Radiology 
Therapy. 
Dr. ErHiyn Trapp, Vancouver. 


Dr. JEAN BoucHarpD, Montreal. 
Dr. RonaLp Burr, Kingston. 


Intracavitary Irradiation of Carcinoma of the Bladder. 


Names of contributors from the United Kingdom are 
not yet available. 


Afternoon Sessions — 


Monday, June 20, and Tuesday, June 21 


2.00 - 5.00 p.m. 
Surgery 


Two sessions of the Section of Surgery are planned 
for Monday, June 20, and Tuesday, June 21. The com- 
plete list of speakers from the United Kingdom and 
Canada is not yet available. 
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Afternoon Sessions — Wednesday, June 22 


2.00 - 5.00 p.m. 
Urology 


Mr. H. P. Winssury-Wuire, London. 
Presidential Address. 


Dr. Jonun K. Lattimer, New York. 
The Role of the General Practitioner in the Treatment 
of Genito-Urinary Tuberculosis. 

Mr. Lesuiez N. Pyran, Leeds. 
The Use of the Ileum in Genito-Urinary Surgery. 


Mr. A. W. BapEeNnocn, London. 
Frequency of Micturition. 


Dr. THomas RussE.L, Toronto. 
Urinary Tract Infections. 


HOUSING APPLICATION FORM 


CONJOINT MEETING — B.M.A - C.M.A - O.M.A. : 


Toronto, June 17 - 24, 1955 


(Scientific Sessions, June 20 - 24) 


Reservations now being accepted 


MAIL THIS APPLICATION | 


GLENN SAWYER, M.D., 


CHAIRMAN, COMMITTEE ON HOUSING, 


244 ST. GEORGE STREET, 
TORONTO 5, ONTARIO. 


Please reserve the following: 
Single 
HOTEL Double 
Twin-bedded 
Suite 


OOOO 


Room will be occupied by:— 


Name Street Address 


| eee Gr GNNNO ee he ee er ee a 


Single 
MOTEL Double 
Twin 


OOO 


ee eee 


Q 
< 
ty 
8 
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Men and Books 


DR. JOHN CALEF, PHYSICIAN, 
NAVAL AND MILITARY SURGEON 
AND STATESMAN 





H. S. EVERETT, M.D., St. Stephen, N.B. 


Amonc the United Empire Loyalists who left 
the American Colonies during the revolutionary 
war was Dr. John Calef of Ipswich, Mass. During 
the war he was ship’s surgeon on H.M.S, Albany, 
commanded by Capt. Henry Mowat. Dr. Calef 
has left a graphic description of the siege of 
Penobscot by the American forces, For his share 
in the exploit a price of £1,000 was put on his 
head by the American Government. 

Penobscot was held by the Loyalists until the 
end of the war in 1783. In 1780 Dr. Calef was 
chosen to go to England to put forward the 
claims of the Loyalists as to recompense for 
their losses and tribulations, and also to urge 

that the Penobscot River be the boundary be- 
~ tween the British and American Colonies. Mean- 
while Mrs. Calef and their children, feeling 
insecure as Loyalists in “enemy” territory, had 
taken ship to Saint John, N.B., and were living 
there. 

Dr. Calef was not successful in having the 
Penobscot River designated as the boundary but 
did succeed in getting grants to aid the Loyalists 
in their new homes. While he was away, word 
had been received that Penobscot was in U.S. 
territory. The Loyalists there took down their 
houses board by board and brick by brick and 
brought these materials and all their worldly 
goods to St. Andrews, N.B., arriving in October 
1783. Dr. Calef did not return until November 
27, 1784, arriving in Halifax on that date after 
a swift (!) passage of 25 days from London. He 
soon found a passage to St. Andrews, in company 
with Capt. David Mowat, son of his former 
commander on the Albany. For some reason, 
probably stormy weather in the Bay of Fundy, 
they were forced down the coast of Maine and 
had to land in U.S. territory. Capt. Mowat, being 
very swarthy, easily disguised himself as an Indian 
brave with Dr. Calef as his “squaw” and together 
they tramped through the woods of Maine on 
snowshoes and crossed the St. Croix River on 
the ice, arriving safely in St. Andrews after 
what must have been a fairish walk of a hundred 
miles or so. Dr. Calef went to Saint John soon 
afterwards to join his wife and family, and was 
there appointed surgeon to the garrison at Fort 
Howe. He was in that post until the end of 
October 1800, although some time before that 
his family moved to St. Andrews. 5 

The next we hear of Dr. Calef is in a letter 
he wrote from St. Andrews, where he evidently 
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had gone for a visit to his family, to a Major 
Hailes of the Fredericton garrison under date of 
June 23, 1800. In this he describes what may 
have been one of the first mass inoculations with 
smallpox in Canada. The letter says: 


“Sir—I wish to mention to you for the information of 
General Carleton that there hath been upwards of Three 
Hundred persons inoculated with smallpox in this Town 
and neighbourhood within about five weeks past, and are 
all doing very well, except a Miss of five years, so 
refractory as to refuse medicine and even drink, and 
deceased the 7th day of eruption. Three other families 
have been shut up ie reason of the spouses being in 
circumstances not proper to receive the smallpox.” 


And again he writes: Hailes on July 24, 1800, 
from Saint John: 


“Sir—Sometime back I did myself the honour to write 
a letter to you and enclose a bottle containing a thread 
of pockmatter which if not made use of I can get some 
fresh matter in this City and will send it if wanted and 
should have much pleasure in assisting any of your 
family or friends thro’ the smallpox. 

“I have the satisfaction to mention, Sir, that upwards 
of 500 persons in the town of St. Andrews and its 
neighbourhood have had the smallpox since May last 
in the natural way and by inoculation and but three only 
may be said to have died with smallpox and these were 
refractory children that would take no food other than 
they chose. In this business I have had the assistance of 
Madam Pagan, Col. Wyer, Henry Brown, etc., who 
performed the operation both in their own family and 
that of some of their friends but were thrown back in 
several cases, where the Disorder ran high, which gave 
much trouble to a Physician, by their setting out ignor- 
antly in treating the disease; several of their adult 
patients were incrusted as with a coat of mail and when 
the crust fell off their appearance was like unto fleeced 
rabbits, but recovered. 

“In obedience to His Excellency Lt. General Carleton’s 
orders I am returned to my post at this place [Saint 
John], leaving my family at St. Andrews, as Mrs. Calef 
hath been long confined with nervous complaints and 
female weaknesses which of late put on an appearance 
of an ulcer in utero which generally degenerate to a 
cancer and my Daughter Susan for some time past hath 
had an Haemoptosis, and are both so weak as not to be 
able to bear a journey, and no medical assistance (now) 
in the County of Charlotte. 

“His Excellency the Governor having afforded me so 
many indulgences that it would be an ill grace in me 
to ask a further favour; I wish to do the duty of my 
station faithfully and be as useful to mankind as m 
ability will admit the few remaining days of my Pil- 
grimage on earth. Yet you will, my good Sir, allow me 
to request you to devolve in your mind the state of my 
family and the importance of my service to the garrison 
at this present and should you think well of it, I will 
thank you to ask the General for further leave for me 
to reside at St. Andrews, but if otherwise I bow before 
the General and humbly yield obedience. 

“T am, Sir, with a high sense of all your goodness to 
me, your most obedient and most humble servant. 


John Calef” 


Dr. Calef used the old method of giving people 
smallpox when they were in good health, so that 
they would have done with it. Evidently Jenner’s 
vaccine had not as yet reached New Brunswick. 

Dr. Calef’s wife and daughter grew worse and 
in October of 1800 General Carleton gave him 
permission to return to St. Andrews, where he 
continued to reside. Due to his travels, experi- 
ence and ability Dr. Calef soon became a very 
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important person in the life of the town. He 
built a house at the head of Water St. and 
planted the row of beautiful elms which can be 
seen today in that location. This courtly old 
gentleman wearing his three-cornered hat was 
one of the last links between St. Andrews and 
its Loyalist founders. He died in 1812 at the age 
of 83. 


REFERENCES 
1. RAYMOND, W. O.: Winslow Papers, 1776-1826. Saint 
John, N.B., 1901. ; 
2. Mowat, G. H.: The Diverting History of a Royalist 
Town. St. Andrews, N.B., 1932. 





GENERAL PRACTICE 


U.K. COLLEGE OF GENERAL 
PRACTITIONERS 


gSENER,, THE CoLLece of General Practi- 
Pe a #, tioners of the United Kingdom 
gC Pp .% held its second annual general 
2% (9—-25 meeting on November 20, 1954. 
“9, “7 «.” This organization now has over 
Cana? 3,000 members and_ associates, 


with 22 faculties (the equivalent of chapters in 
Canada) in the British Isles and five outside this 
area. 

It is interesting to compare the work of the 
College with that of our own College of General 
Practice. One feature stressed by the chairman of 
council was the development of research work in 
general practice. The U.K. College research regis- 
ter now stands at nearly 400; this means that 
there are 400 general practitioners in the United 
Kingdom with some interest in tapping the vast 
resources of family practice in the interests of 
medical research co-ordinated by the College. A 
national morbidity research survey is planned, in 
which there will be 120 participants. 

On the principle of catching them young, the 
College is prepared to grant associateship even 
to men in their intern year, provided that the 
candidates give an undertaking that they will 
continue approved postgraduate study if they 
enter and remain in active general practice. 

The question of qualifications for membership 
still seems somewhat less settled than in our own 
College. The possibility of entry by examination 
’ has been studied and for the present rejected on 
a majority decision, though a committee has been 
set up to consider this as a future possibility. The 
present system of application for membership 
involves. proposal and seconding of the candidate 
by college members, and evidence of a high 
standard of work in practice submitted by the 
applicant, by his sponsors and by the board of 
the local faculty. On the whole, this would-seem 
a better method of selection than the examination 
system. The essence of general practice is the 
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conscientious rendering of personal services; 
academic examinations are not designed to assess 
a man’s personality or his sense of responsibility, 
and at the best they can serve only as a labour- 
saving device in place of the meticulous sifting 
of pieces of evidence covering the whole of a 
candidate’s activities. Academic brilliance alone 
may simply fall into line with Sir Robert Hutch- 
ison’s comment at a medical school prizegiving, 
“Heaven preserve me from a clever doctor.” 





INCOME TAX INFORMATION 


INDIVIDUALS whose income—(a) is derived from 
carrying on a business or profession (other than 
farming); (b) is derived from investments; or 
(c) is more than 25% derived from sources other 
than salary or wages, are required to pay their 
estimated tax by quarterly instalments during 
such year. Each payment must be sent in with 
Instalment Remittance Form T. 7-B Individuals. 
Any balance of tax is payable with interest with 
the T.-1 General return which is due to be filed 
on or before April 30 of the succeeding year. 

The following timetable indicates the returns 
required. 

A. Doctors NOT receiving salaries amounting 
to 34 of income: 


Date Due Forms to be Used 

March 31 T.7-B Individuals 

April 30 T.1-General 
(Note: Only doctors deriving 
their full professional income 
from salaries may use Form 
T.1 Short. ) 

June 30 T.7-B Individuals 


September 30 T.7-B Individuals 
December 31 __T.7-B Individuals 


B. Doctors receiving salaries amounting to 34 
or more of income: 

Date Due 
April 30 


Forms to be Used 

T.1-General 

(Note: Doctors deriving their 

full professional income from 

salaries may use Form T.1 

Short. ) 
Whenever status is changed* T.D.-1. 

Doctors who pay salaries to their own em- 
ployees are required to send in Form T.-4 by 
the end of February each year. 


DoMINION INCOME Tax RETURNS 


As a matter of guidance to the medical pro- 
fession and to bring about a greater uniformity 
in the data to be furnished to the Taxation Divi- 
sion of the Department of National Revenue in 


*With respect to new employer, marital status, de- 
pendents, 
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the annual Income Tax Returns to be filed, the 
following matters are set out: 


INCOME 


1. There should be maintained by the doctor 
an accurate record of income received, both as 
fees from his profession and by way of invest- 
ment income. The record should be clear and 
capable of being readily checked against the 
return filed. It may be maintained on cards or 
in books kept for the purpose. 


EXPENSES = 


2. Under the heading of expenses the follow 
ing accounts should be maintained and records 
supported by vouchers kept available for check- 
ing purposes: 


(a) Medical, surgical and like supplies; 

(b) Office help, nurse, maid and bookkeeper; laundry 
and malpractice insurance premiums. (It is to be noted 
that the Income Tax Act does not allow as a deduction 
a salary paid by a husband to a wife or vice versa. Such 
amount, if paid, is to be added back to the income); 

(c) Telephone expenses; 

(d) Assistants’ fees; The names and addresses of the 
assistants to whom fees are paid should be furnished. 
This information is to be given each year on Income Tax 
form known as Form T.4, obtainable from your District 
Income Tax Office; 

(e) Rentals paid; The name and address of the owner 
(preferably) or agent of the rented premises should be 
furnished (see (i) ); 

(£) Postage and stationery; 

(g) Depreciation; A description of the treatment of 
depreciation may be found on page four of the Income 
Tax Return form T.1 General under the Part XI Method. 

The method of computing depreciation for tax pur- 
poses is the same as that used last year and you should 
have no difficulty if you have a copy of last year’s return 
available. 

Simply carry forward the balance remaining in each 
class after deducting last year’s allowance. Add to this 
figure the cost of any new equipment purchased and de- 
duct the proceeds from any disposal of property in each 
class. The rate. you wish to use not exceeding the maxi- 
mum rate (see below) is applied to this new balance 
for each class to obtain the depreciation you may claim 
this year. 

The schedule on page four of the Income Tax Return 
is reproduced below for your information. Column (6) 
does not apply to doctors, the other columns are self- 
explanatory. 


The maximum rates for the classes of equip- 
ment most used by doctors follow: 





Annual maximum 





Capital item Class depreciation 
Medical equipment 
(a) Instruments costing over 
$50 each and _ medical 
apparatus of every type 8 20% 
(b) Instruments under $50 
RE eres aaa 12 100% 
Office furniture and equipment 8 20% 
NN, oie ve i + Ss no es 10 380% 
Building (Residence used both . 
as dwelling and office)... 3 5% 
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Instruments costing less than $50.00 each belong in 
class 12 and have a maximum allowance rate of 100%, 
They should not be included in expenses but should be 
recorded as additions in column 3 of the schedule. 


Where a doctor practises from a house which 
he owns and resides in, the allowance may be 
claimed as above on a portion of the cost of the 
residence, excluding land. For example, if the 
residence were a brick building costing $12,000 
and one-third of the space were used for the 
office, the doctor would use $4,000 as the busi- 
ness portion of the cost and apply the building 
rate of 5% to determine the maximum deprecia- 
tion allowable in the first year. 


For further information on the subject you 
may refer to the Regulations or you may consult 
your District Income Tax Office. 


(h) Automobile expense (one car). This account 
will include cost of license, oil, gasoline, grease, insur- 
ance, garage charges and repairs. 


The capital cost. allowance is restricted to the car 
used in professional practice and does not apply to cars 
for personal use. 


Only that portion of the total automobile expense in- 
curred in earning the income from the practice may be 
claimed as an expense and therefore the total expense 
must be reduced by the portion applicable to your 
personal use. 


The mileage rate permitted in years prior to 1950 
may no longer be used to estimate the automobile ex- 
penses. 


(i) Proportional expenses of doctors practising from 
their residence: (a) Owned by the doctor: Where a 
doctor practises from a house which he owns and as well 
resides in, a proportionate allowance of house expenses 
will be given for the study, laboratory, office and wait- 
ing room space, on the basis that this space bears to the 
total space of the residence. The charges cover taxes, 
light, heat, insurance, repairs, capital cost allowance, and 
interest on mortgage (name and address of mortgagee 
to be stated). (b) Rented by the doctor: Only the rent 
and other expense borne by the doctor such as heat 
and light will be apportioned inasmuch as the owner 
takes care of other expenses. 


The doctor should be prepared to demonstrate, if 
called upon to do so, that his apportionment of any 
particular item is in accordance with the facts relative 
to that item. 


(j) Sundry expenses (not otherwise classified ).—The 
expenses charged to this account should be capable of 
analysis and supported by records. 


Claims for donations paid to charitable organizations 
will be allowed up to 10% of the net income upon sub- 
mission of receipts to your Income Tax Office. This is 
provided for in the Act. 


The annual dues paid to governing bodies under 
which authority to practice is issued and membership 
association fees, to be recorded on the return, will be 
admitted as a charge. Initiation fees and the cost of at- 
tending postgraduate courses will not be allowed. 


(k) Carrying charges: The charges for interest paid 
on money borrowed against securities pledged as col- 
lateral security may only be charged against the income 
from investments and not against professional income. 


(1) Business tax will be allowed as an expense, but 
Dominion, Provincial or Municipal income tax will not 
be allowed. 
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CONVENTION EXPENSES* 


“Effective January 1, 1948, the reasonable ex- 
penses incurred by members of the medical 
profession in attending the following Medical 
Conventions will be admitted for Income Tax 
purposes against income from professional fees: 

1. One Convention per year of the Canadian 
Medical Association. 

2. One Convention per year of either a Pro- 
vincial Medical Association or a Provincial 
Division of the Canadian Medical Association. 

3. One Convention per year of a Medical 
Society or Association of Specialists in Canada 
or the United States of America. 

The expenses to be allowed must be reason- 
able and must be properly substantiated; e.g., 
the taxpayer should show (1) dates of the Con- 
vention; (2) the number of days present, with 
proof of claim supported by a certificate of at- 
tendance issued by the organization sponsoring 
the meetings; (3) the expenses incurred, segre- 
gating between (a) transportation expenses, (b) 
meals and (c) hotel expenses, for which 
vouchers should be obtained and kept available 
for inspection. 

None of the above expenses will be allowed 
against income received by way of salary since 
such deductions are expressly disallowed by 
statute.” 


PROFESSIONAL MEN UNDER SALARY CONTRACT 


The employees’ annual contribution to an ap- 
proved Pension Plan and alimony payments may 
be deducted from salary income. 


Amendments to the Income Tax Act, intro- 
duced in 1951 and made retroactive to the be- 
ginning of the calendar year 1951, provide for 
the deduction of certain expenses from salary 
income, : 

The allowable expenses include travelling ex- 
penses, annual professional membership dues, 
office rent, salary to an assistant or substitute 
and supplies consumed directly in the perform- 
ance of the duties of employment. 


The annual registration fee of the Provincial 
medical licensing authority would be allowable 
if paid by the doctor himself. 


Certain conditions are attached to the allow- 
ance of the expenses. The main points are: 

(a) That the expenses must have been in- 
curred in. the performance of the duties of the 
office or employment. 

(b) That the employee is required, under the 
contract of employment, to pay the expenses. 

(c) To claim travelling expenses’ the employee 
must be ordinarily required to carry on the 


*The deduction of these expenses has_ recently been 
challenged by the Income Tax Appeal Board, but the 
memorandum quoted above applies to the taxation year 
1954. Its future application depends on the outcome of .an 
appeal at present before the Exchequer Court of Canada. 


« 
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duties of his employment away from his em- 
ployer’s place of business. Travelling between 
the doctor's home and his office is not included. 

Where the travelling expenses are allowable 
under these provisions, depreciation may be 
claimed on the automobile used for this purpose 
nse no other claim for depreciation may be 
made. 


INCOME FROM A PARTNERSHIP 


Additional expenses incurred by a partner, but 
not charged to the partnership, may be claimed 
as a deduction from the partner’s share of in- 
come. However, the partner must be in a position 
to substantiate these expenses, to show why they 
were not charged directly to the partnership and 
that they were necessarily laid out to earn the 
partnership income. 





MISCELLANY 


ODDITIES AND UNFINISHED 
BUSINESS 


T. W. MacLEAN, M.D., Sarnia, Ont. 


This essay will differ from the ordinary in that it is 
unscientific. It is the story of a few cases that were never 
finished, the diagnoses and causes were not worked out 
for various reasons; because they were not solved, they 
keep coming back mentally coaxing for answers and 
solutions. But perhaps this unorthodox approach may 
be good for a change, for too many ponderous articles 
with their graphs and tabulations oak percentages and 
long bibliographies make many of us lay our medical 
journals aside for the moment and take up something 
more diverting, so that they are left largely unread. 

But to our unfinished cases. 

A patch of low-grade infection occurred in the cardiac 
area of the lung in a man aged sixty. It was a pneumonic 
patch but was very slow in responding to sulfonamides. 
This was just before the days of penicillin. It finally 
cleared up but recurred eight or ten months later. Radio- 
graphs were inconclusive. It kept recurring once or twice 
a year for four years, always with about the same charac- 
teristics, low-grade fever and this small patch of pneu- 
monia in the same spot time after time. New antibiotics 
were then coming out one at a time; they were used and 
each in turn was given the credit for clearing up the 
current attack. Our chest expert labelled the case a dry 
bronchiectasis. After four years one cervical lymph node 
enlarged quickly to the size of a filbert, and distressing 
symptoms of Venous pressure in the chest appeared. 
Radiography now showed a large indefinite mediastinal 
mass. Biopsy of the cervical lymph node gave a diag- 
nosis of lymphosarcoma. 

With one dose of x-radiation the whole thing melted 
away like fog. But the astonishing part is that it has 
not come back. There were follow-ups and more radia- 
tion for a few years but there has been no recurrence 
of either the mass or the pneumonic condition. And that 
was ten years ago. There are several problems in un- 
solved diagnosis in this case and they keep coming back 
and coming back for solution. : 

For several weeks, a few years ago, I had been re- 
ceiving hints that I would likely be called to see a little 
girl who was an unsolved problem in infant-feeding. 
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Finally my call came one night about midnight. My pa- 
tient was a baby fourteen months old who had vomited 
practically all her feedings from birth. She was one of a 
air of identical twins, and at birth she had been a 
ittle larger than her sister. But in spite of good hospital 
and medical care she had persisted in vomiting and her 
parents had taken her home some weeks previously as 
a hopeless case. Now she was a little skeleton weighing 
less than when she was born, with skin the colour of 
dirty grey-yellow wrapping paper. Her temperature was 
102° F. It was clearly a terminal event and the story 
should have been ended in a few more days. 

But where do these little messages come from that 
ive you hunches, or inspirations, if you will? Without 
Seles mystical or psychical I swear that any doctor ex- 
pects to get that little voice of inspiration to help hint 
now and then. And it came here suggesting a prescrip- 
tion that did not seem reasonable in this case. So I 
asked the mother to give me the night to think over the 
case. In the morning ideas were still unchanged so I 
gave the child a mixture containing one minim each of 
tincture nux vomica and acid hydrochlor. dilute, with a 
half drachm each of Essence of Caroid and Fermentol. 


That baby vomited just once more. And that was all. 
She retained her feedings, gained weight and in a few 
months had overtaken and passed her sister in weight 
and appearance. I have ed ever since to find another 
case whens this prescription would fit but there haven't 
been any more. 

While on this subject of inspirations, it might not be 
wearying to tell of one move. If they would only come 
oftener! So many times one is groping and feeling for 
something that seems to be so close, but the mind feels 
dull and blunt and won’t grasp it. However, on this 
occasion I was called in the middle of a very cold night 
to drive by horse and vehicle to see a little boy who had 
been crying all night, and whose parents were greatly 
worried about him. At the house there were several 


vehicles in the yard and a good many of the neighbours 


were sitting around the kitchen where the sick little 
fellow was lying in a cradle. As I looked into the kitchen 
I can almost swear again that I could actually feel some- 
one just behind my left shoulder saying “That kid’s 
thirsty!” So I asked for a cup of water, held the little 
fellow’s head up and gave him his drink. He drank the 
whole cupful, gave a big sigh, laid down his head and 
went right to sleep. I didn't scold or say a word but 
tried to assume the great-physician mantle as well as I 
could for a new graduate, and went on my way. 

But the next year, under similar circumstances, there 
was another call to see same little boy. His mother said 
that he had had a pain in his stomach for four days, that 
she thought it was worms, that I would not need to 
come, but would I send something for the worms? 
Of course a four-day pain in a little lows stomach calls 
for care, so I went to see him. He was going about the 
house with a ruptured appendix and an abdomen full of 
pus. On the way to hospital I stopped at my own home 
to have lunch and while I was eating the little fellow 
played about on a kiddie-car. No penicillin then, but he 
recovered without a hitch and was home in ten days. 
When his father was taking him home he celebrated 
with a five-dollar bottle of whiskey. I thought that I 
would have liked to have that five dollars for all this 
interesting work. 

One piece of skill in which doctors are greatly lack- 
ing is the ability to judge and foretell how much re- 
sistance to infection and power of recovery a patient has. 
If there were only some way to estimate this rather 
accurately before operations or other procedures, how 
greatly our work would improve. 

To illustrate the point of this need I will tell of a case 
in which these qualities—reparative ability and _resist- 
ance to infection—were present in uncommon richness. 
The case is quoted in part from hearsay, but ‘was con- 
firmed for me by the young man who acted as assistant 
and as anesthetist—although he is an old man now. 
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This happened in a coal mine in Westville, Nova 
Scotia, about fifty years ago. A young man named Camp- 
bell was driving a horse hauling a “trip” of loaded coal 
boxes. The horse became frightened and ran away, then 
ran into some obstruction and the driver was thrown off 
under his feet. The horse plunged and stomped furiously, 
straining all his strength to get away, and all this time 
his hind feet were smashing his driver’s head into the 
roadway. When the horse was quieted and the man 
rescued it was plain that he was fatally wounded for his 
skull was fractured and a lot of brain tissue was squashed 
out on to the pavement and tramped into the mud and 
horse manure. The doctor came down into the mine to 
see him and decided that nothing could be done for him. 
But as he continued to breathe he was loaded into a coal 
box and taken to the surface. Hospitals were new then 
and ambulances were unknown, so the man was taken 
home to die. His hold on life, however, was firm, and 
later in the evening he was still living, so the doctor 
decided to clean up the wound and do what he could 
tor him. Needing an assistant and an anesthetist he went 
out on the street to find someone. The young man 
mentioned before was passing, so he came in and helped 
the doctor. It was very interesting lately to listen to his 
description of the case. The doctor washed and cleaned 
and trimmed the wound as well as he could, cut away 
the brain tissue that was. protruding and dressed the 
wound, No anti-tetanus serum in those days. That man 
recovered, He not only got well; he made a good re- 
covery and was able to set up in business. He was 
normal mentally and conducted his business for several 
years in that town. 


He had a tight hold on life. Some people have it, and 
some can be extinguished by a puff of wind. These are 
the three most important factors in all medicine and 
surgery: hold on life; resistance to infection; and the 
ability to produce healing materials—the three most im- 
portant factors, yet we know very little about any of 
them. We can not measure any of them—we can only 
guess at them. And we can do very little to improve 
them. We don’t even know what foods are good for 
them. We don’t understand their mystery much better 
than we do the mystery of life and death themselves. 
Here is one of the richest fields for research. 


One other little point of interest in the coal-mine case 
and its wonderful resistance to infection is this. Coal- 
mine injuries usually do not become infected. It is not 
strange that coal should be sterile, for do not nearly all 
the antiseptics we use come from coal? It is the great 
storehouse of medicinal substances. Then, too, coal is 
not gritty or irritating like soil and sand, so it doesn’t 
produce suppuration as soil would. Powdered coal would 
make a pretty good dressing for wounds—apart from 
its nei properties. This is the reason why coal marks 
stay so blue-black usually. The coal won’t fester out. 
But to leave a miner’s wound tattooed in this manner 
does not speak well for the doctor. Even if it is nearly 
impossible to wash out the coal dust, every wound, no 
matter how small, should be anesthetized with procaine 
and scraped or clipped clean just as in the debridement 
of more important wounds—for cosmetic reasons. 


A lady came to me ten or twelve years ago saying that 
she was afraid her blood was down again and that she 
felt very sorry about it for when it had been down 
previously it had always taken a long course of treatment 
and annoying expense to get it built up again. She 
dreaded the ordeal. At that time the combination of iron, 
liver and vitamin B was new and a sample was on hand. 
In fact this was the first time I had used this combina- 
tion. Her hemoglobin value was 50% by test. I gave her 
two dozen capsules. She came in again when her 
capsules were finished. Now her hemoglobin value was 
100%. It was hard to believe that such a result could 
occur, so I put it down to some error of estimation on 
the first visit. But after a few months she returned and 
again her hemoglobin value was 50%. Once more, the 
results of treatment were the same; two dozen capsules 
brought the blood up again to 100%. On the third oc- 
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casion I tried her on one dozen capsules and the result 
was just as good. Then for a couple of years I didn’t 
see her again, but she came back to tell me that on 
several occasions she had had a recurrence of her symp- 
toms but she had experimented and had found that she 
needed only eight capsules on each occasion to make 
her feel well again. Since then she has remained well 
and has not required further treatment. 

As in the case of the little girl who was vomiting I 
have been looking ever since for another case to confirm 
these findings, but none has occurred. I feel that there 
is some important information on the subject of anzemia 
hidden in this case; for why did the treatment act so 
suddenly and so much like a catalytic? How could a few 
doses return the blood to normal? The case should have 
had careful hematological study;. the secret might have 
been found, but the patient’s financial circumstances and 
other conditions discouraged this. And anyhow we are 
dealing here with unfinished business, cases that were 
never solved; perhaps they are the most interesting of 
all for they keep coming back in one’s mind year after 
year, saying why? why? why? 

Since this article is a little on the philosophical side, 
another recent occurrence asks to be talked about. Two 
young people who are near friends of mine were expect- 
ing one evening to welcome their first baby. The father 
is a resident in a prominent hospital. The baby was born 
with little difficulty but for some reason it did not breathe 
without quite a lot of help. When breathing was estab- 
lished it was quite weak and the baby needed a good 
deal of treatment including incubator care, a little trans- 
fusion and an intranasal tube for feeding purposes. Skilled 
work saved its life, but the financial aspect was disastrous. 
The bill for that one night’s care, case room and nursery, 
apart altogether from any doctor’s bills, was sixty-seven 
dollars. Then there will be several weeks’ nursery care 
at comparable fees. This will wreck these young people’s 
financial plans and carefully worked-out budget. The 
father has given four years to high school work, five 
years to active service in the Air Force during the war, 
two years to pre-med. study, five years to his medical 
course, One year as assistant to a country doctor and 
two years to postgraduate work as a neuro-surgeon. He 
now requires two years’ more study to complete his 
course. He’s getting tired of it and would like to get 
out to work and have a little freedom and financial re- 
ward before he is an old man. But our foolish set-up 
won't let him do anything more now than a little work 
in general practice. Then this episode of a little care 
for an infant for some days is enough to complicate his 
financial plans. It might be enough to tip the scales and 
make him say, To hell with it! 

But how often do we do something like this to people 
without thinking too much about it. We order them 
into hospital only because we're too lazy to take care of 
them at home. Then we order a redundance of tests and 
investigations just to show our own importance and build 
up our egos, when all that should be needed to work out 
the diagnosis is some intense thought and concentration. 
With enough thought and study, the answer to most 
problems is likely to come. We use only a small per- 
centage of our actual mental ability in thinking things 
out. Then too, time is the world’s greatest diagnostician. 
If the case is not urgent, and the patient’s confidence is 
gained, time is a great investigator and demonstrator in 
difficult cases. We are proud of our fine new skills in 
diagnosis and treatment but we must take some care 
that our profession does not overcharge. Our medical 
students and nurses are scientifically trained even to 
half of their lifetimes, but there should be some little 
part of the profession that can take care of reasonable 
little illnesses with reasonable skill and at reasonable ex- 
pense. We must take more care that our art does not 
become a money-burning blight which leaves little 
people shocked, bewildered and discouraged after a 
short stay in hospital for some illness that is almost 
trivial. * 
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CARDIOSPASM 


To the Editor: 


Dr. Brownrigg’s provocative article “Cardiospasm” 
(this Journal, 72: 104, 1955) should not be summarily 
dismissed without comment. His statements should stimu- 
late readers of the C.M.A.J. to publish divergent views 
based on their own experience. The report gave me 
considerable intellectual dysphagia. 

The suggestion was made that a transthoracic explora- 
tion should be done early in all cases of obstructive 
lesion of the lower cesophagus to establish the diagnosis 
and for the purpose of performing a myotomy if 
nothing is found. It endl be possible in the great 
majority of cases to differentiate the various benign 
lesions, such as cardiospasm, achalasia, cesophagitis, 
hiatal hernia, peptic ulcer and benign stricture of the 
cesophagus, from neoplastic lesions in this region. A 
good history is most valuabie and cesophagoscopic and 
often gastroscopic examinations are necessary. 

From a careful perusal of the case histories, it was 
possible tentatively to accept Case 4 as probably repre- 
senting a mild case of achalasia. The other cases are 
more suggestive of cesophagitis. It should be noted that 
in cases of achalasia there is a neuromuscular disturb- 
ance of the cesophageal wall and not simply increased 
tone at the cardia. 

In early cases of cardiospasm and achalasia, psycho- 
therapy and nitrites may be of considerable value. Oc- 
casionally a few simple dilatations will render the 
patient asymptomatic for long periods. Most authorities 
recognize that dilatation is by far the most useful 
measure in about 90% of cases regardless of the stage 
of the disease. Surgical operations should be reserved 
for those cases which do not respond to an intensive 
trial of bouginage. The objections to oesophageal dilata- 
tion were overstated in the article to the extent of their 
appearing a little ridiculous. 

It is too soon to judge the value of myotomy. It. is 
the operation of choice in certain cases at the present 
time. It also may be soon discarded along with many 
other surgical operations that were so enthusiastically 


advanced in the past. 
Paut M. O’Suttivan, M.D., F.R.C.P.[C.] 


284 St. Clair Ave. W., 
Toronto 5. 
Jan. 26, 1955. 





HYPERINSULINISM 


To the Editor: 


In the Lomety 1 issue of the Journal the problem of 
hyperinsulinism and _ islet-cell adenoma was reviewed 
editorially. No mention was made of the fact that hypo- 
glycemia is more commonly due to other factors than 
the relatively rare islet-cell tumour. Aside from liver dis- 
ease, pituitary or adrenal cortical insufficiency, and the 
post-gastrectomy syndrome, all of which should be easily 
recognized as underlying causes for hypoglycemia, at- 
tention should ,be drawn to the fact that functional 
hypoglycemia is at least fifty times as common as the 
organic type. 

Patients with functional hypoglycemia give a history 
of symptoms which may be identical with those of the 
organic type. The symptoms are less likely to be present 
in the fasting state, although this may occur. They are 
usually provoked by a high carbohydrate meal, ap- 
parently indicating a state of pancreatic hypersensitivity 
to the stimulus of an elevated blood sugar level. 

It is important that this condition be kept in mind to 
avoid unnecessary surgery in the treatment of a condi- 
tion which responds well to dietary management. 


1610 Pine Ave. W., Montreal. ALLEN GoLp, M.D. 
Jan. 26, 1955. 
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THE DEFINITION OF A 
SPECIALIST 


To the Editor: 


The universally recognized higher qualifications in the 
United Kingdom for a surgeon are F.R.C.S. of England or 
Edinburgh and, for a physician, M.R.C.P., London. The 
acquisition of these degrees does not indicate that one is 
a certified surgeon or physician. It merely recognizes that 
the graduate has the requisite basic knowledge so that 
with future application and experience he may some day 
be recognized as a canines i his fellows. A specialist 
is thus not defined on paper: it is a form of recognition 
given one by one’s follows and reflected in consultant 
appointments to hospitals. Registrars in many teaching, 
hospitals often have the paper qualifications; anatomists 
and pathologists frequently obtain the degrees or are 
elected to them by virtue of distinguished work. 

In this country certification or the fellowship has a 
different connotation. It is generally taken that the 
successful graduate has the practical qualifications as well 
as the theoretical basis. When a general practitioner of 
long standing does much reading and takes postgraduate 
work in either medicine or surgery or one of its branches 
and eventually obtains certification in his chosen speci- 
ality in which he has been working along with general 
practice, I consider that this certificate is wholly a good 
thing and its meaning I can readily appreciate; et I am 
not so happy at recognition of certification as meaning 
anything for those candidates with a formal course of 
four years. 

Hospitals are having difficulty obtaining a full quota of 
residents and to make the positions attractive are adver- 
tising complete formal courses meeting the requirements 
of certification. As a pathologist in a teaching hospital I 
have given training to many embryo specialists. Not many 
years ago I engaged the candidates personally, took a 
personal interest in them and to a man I look back with 
pleasure at my association with them and forward with 
— at their achievements. Now the picture is quite 

ifferent. Candidates are engaged en masse by the hos- 
pital superintendent. In surgery particularly many of the 
candidates were duffers as students. Since they have 
never been out in the big cold world I know of no way 
to judge them except by academic distinction and appli- 
cation. Not only are many academic duffers but 
they may show no great application. Furthermore they 
come over to my department in numbers beyond my 
capacity to teach them. Lastly the college never seeks 
my opinion as to their capabilities.. Formerly when I ac- 
cepted candidates on a personal basis I always con- 
sidered that with a formal course of four years the 
candidate should aim at the fellowship, while I was 
content and happy to nurse along some man with years 
in practice or war service and family responsibilities 
towards his certification on a shorter formal course. 

If this mill-like churning out of candidates in surgery 
is going to continue I can only think that it is going to 
do great harm to Canadian medicine. There are already 
too many second-class surgeons in my province and the 
standards of certification appear to be too low. Either 
the name should be changed to diploma in surgery, 
indicating the acquisition of the basic principles of the 
practice of surgery, or it should only be granted to the 
general practitioner-surgeon. If after the complete formal 
course as outlined by the college and given in a teaching 
hospital, a candidate can only aspire to certification, in 
my opinion it must often be taken to indicate mediocrity 
and not proficiency. We can, of course, remove the 
mediocrities if the college’s assessment is to include a 
personal assessment from the candidate’s teachers, and 
since the Royal College stresses pathology in all courses 
I take it that they will seek an opinion from the path- 
ologist. 

N. G. B. McLetcutr, 
Professor of Pathology, 
Dalhousie University, 


January 1955. Halifax, N.S. 
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SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


TUBERCULOSIS IN SCOTLAND 


There was a time during and after World War II 
when the tuberculosis problem gave rise to considerable 
concern in Scotland. A recent report, however, indicates 
that the situation is now well under control. In 1931 
the crude death rate was 62 per 100,000, but by 1938 
it had fallen to 51.7. Three years later it had risen to 
64.7, and by 1947 it had reached 66. This was the peak, 
and the latest available figures show that by 1952 it had 
come down to 27.6, compared with 21.2 in England and 
Wales. 


Even more striking is the dramatic fall in the hospital 
waiting lists for patients with respiratory tuberculosis 
during 1954. In January there were 1,859 patients on 
these waiting lists, but by September there were only 
841. This decrease is not accounted for by an increase 
in the number of available beds or by a corresponding 
fall in the notification rate. The apparent reason seems 
to be that more patients are now under active medical 
treatment in their own homes. 


Another interesting feature of the present position is 
the finding that the mass miniature radiography active 
case rate is three to four times the notification rate. For 
all ages the notification rate for males is 1.7, compared 
with 5.0 for the mass radiography active case rate; the 
corresponding figures for females are 1.4 and 5.9. Among 
females the peak incidence occurs in the age-group 
15-24, in respect of both the notification rate (4.3) and 
the mass radiography rate (7.8). Among males the 
highest notification rate (5.8) is in the same age-group, 
but the peak mass radiography rate is among the over- 
45’s: e.g., 8.8 in the over-60’s. 


RESEARCH IN CEREBRAL PALSY 


It has just been announced that a five-year plan of 
research into the neuropathology of cerebral palsy is to 
be financed by the Nuffield Foundation. The work, 
which will be carried out by the Burden Mental Research 
Department of the South West Regional Hospital Board, 
will be based mainly upon the examination of the brains 
of patients who have suffered from cerebral palsy, and 
for whom full clinical data are available. This is an 
aspect of the disease in which few detailed studies have 
been made. By this investigation it is hoped, among 
other things, to be able to throw some light on the 
relationship between birth injury and the pathogenesis 
of cerebral palsy. 


THE END OF A JOURNAL 


After 150 years of continuous publication the Edin- 
burgh Medical Journal has ceased to exist. In a 
dignified obituary in the final issue, that of December 
1954, the directors describe its demise as “a geriatric 
casualty of the changed conditions in which we live.” 
The occasion is a sad one, and there will be many, both 
at home and abroad, who will find it strange that the 
home of one of the greatest medical schools in the 
world should be unable to maintain publication of a 
journal with the history and reputation of this one. 
Although it was only in 1805 that it was founded in 
its present form, the journal can really trace its origin 
back to the beginning of medical journalism in Edin- 
burgh—the famous Medical Essays and Observations, 
which was first published in 1733. During its long and 
honourable career, it has included many of the most 
famous names of the Edinburgh school of medicine 
among its editors—Robert Christison, Henry Littlejohn, 
Joseph Bell, G. A. Gibson, and Alexis Thomson. 
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Too Many CHILDREN’s Hospira.Ls? 


Much interest has been aroused by the publication of 
a recommendation that the Princess Louise Kensington 
Hospital for Children, which has a complement of around 
80 beds, should be converted for the nursing of adult 
patients because “the need for children’s beds in the 
country has diminished.” It is pointed out that in the 
hospital group that includes this hospital the adult wait- 
ing list is over 1,600 beds, whereas the children’s wait- 
ing list, which was 539 in 1952, has fallen to 235, of 
which 159 are ear, nose and throat cases. This decrease 
in the demand for hospital beds for children is an inter- 
esting and satisfactory comment on the advances in child 
health which have been achieved during recent years, 
but concern has been expressed as to whether the closing 
of children’s hospitals is the best way of dealing with it. 
The suggestion that has been put forward is that it 
would be more satisfactory to reduce the size and num- 
ber of children’s wards in adult hospitals, and to preserve 
the children’s hospitals as centres of pediatric treatment 
and education. The practical difficulty about this sug- 
gestion is that it would involve collaboration between 
the 30 different boards and management committees that 
control the hospitals of London, and the current fear is 
that the Ministry may take the line of least resistance 
and approve the immediate recommendation concern- 
ing this one hospital. Meanwhile, as is not altogether 
unnatural, the medical staff of the Princess Louise Hos- 
pital is reported to be strongly opposed to this altera- 
tion in the function of their hospital. 


London, February 1955. WituiaM A. R. THOMSON 





OBITUARIES 


DR. PAUL BAXENDALE died on December 31, 1954, 
at Calgary, Alta. He was born in Sussex, England, and 
came to Canada as a boy. After graduation from Dal- 
housie University he moved to Hanna, Alta., and prac- 
tised as a physician and surgeon until 1951, when he 
retired because of ill health. Dr. Baxendale was active 
in public life and served the Hanna district as coroner 
for many years. He is survived by his widow and two 
sons. 


DR. WILLIAM J. BELL, a former Deputy Minister of 
Health for the Province of Ontario, died in Toronto on 
January 5 after a long illness. He was 76. For a period 
of more than 35 years Dr. Bell served the St. John 
Ambulance Brigade, of which he was commissioner from 
1943 to 1950. He was born in Newton Stewart, Scotland, 
and came to Canada as a child. He attended Toronto 
schools and graduated from the University of Toronto 
with the degrees of B.A. and M.B. After postgraduate 
study in England, he set up practice in North Bay in 
1906. He remained in North Bay until 1920, when he 
was appointed Deputy Minister of Health for Ontario. 
He retired from this office in 1941 to become commis- 
sioner of the St. John Ambulance Brigade. His contribu- 
tion to public welfare was recognized in 1944, when he 
was made a Commander of the British Empire. He 
received the degree of M.D. from the University of 
Toronto in 1950. Dr. Bell is survived by his widow 
and a sister. , 


DR. ALBERT DE BRINSAY CALLBECK, a specialist 
in diseases of the eye, ear, nose and throat, died in 
Vancouver on January 10 at the age of 80. Dr. Callbeck, 
who was born at Tyron, P.E.I., graduated from McGill 
University in 1906 and went to Hardisty, Alta., where he 
set up practice. After a number of years’ practice~in 
Hardisty and Stettler, he decided to specialize in dis- 
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eases of the eye, ear, nose and throat. On completin 
postgraduate work in New York in 1927, Dr. Callbec 
went to British Columbia, settling in Penticton, where 
he practised until his retirement in 1950. He is sur- 
vived by his widow. 


DR. REGINALD DE LOTBINIERE-HARWOOD, 83, 
died in Veterans’ Hospital, Victoria, on January 20, 
after an illness of several months. A leading specialist in 
general surgery, he had practised in Vancouver for 20 
years. Dr. de Lotbiniére-Harwood was born at Vaudreuil, 
Que., and was the son of a distinguished Canadian 
statesman, the Hon. Robert W. Harwood, and the great- 
grandson of the Marquis de Lotbiniére who as a boy 
took part in the Battle of Quebec. He was educated at 
St. Laurent College, Quebec, and McGill University, 
from which he graduated in 1894. After a period as 
house surgeon in Chicago, he went just before the turn 
of the century to Pincher Creek, Alta., where he prac- 
tised for some years. In 1914, after postgraduate study 
in Paris and London, he set up a surgical practice in 
Edmonton. At that time a major in the 101st Edmonton 
Battalion, Dr. de Lotbiniére-Harwood recruited and 
trained a new regiment, the 51st Edmonton Battalion, 
which he led into action at the front. Transferred when 
the battalion was broken up in 1915, he took charge of 
No. 8 Canadian General Hospital at St. Cloud, an 1,800- 
bed hospital with 900 gas cases. In recognition of his work 
he became a Chevalier of the Legion of Honour of 
France and was awarded the Order of the White Ele- 
phant of Siam. After the war Dr. de Lotbiniére-Harwood 
moved from Edmonton to Vancouver, where he prac- 
tised until the outbreak of World War II, when he 
took charge of the Chemainus General Hospital, on 
Vancouver Island. He resumed his surgery practice in 
Chemainus in 1945, continuing in it until his retirement 
last July. He is survived by a son. 


DR. CARL EWERT, pioneer physician and surgeon of 
Prince George, B.C., died on December 21 in the Royal 
Columbian Hospital, New Westminster. He was 66. Dr. 
Ewart arrived at Central Fort George in 1913, third 
doctor to set up practice in this community, which was 
shortly to be replaced by the city of Prince George, to 
which he canal in 1915. He devoted much time and 
energy to all phases of community work in the struggling 
young city and played a leading part in the establishment 
of the first permanent hospital in the community. On 
his retirement in 1946 he made his home in New West- 
minster. He is survived by his widow, a daughter, and 
one son, Dr. Robert Ewert, a recent graduate of McGill 
University. 


DR. GEORGE G. GANDIER, the last surviving mem- 
ber of the Dalhousie University medical class of 1898, 
died at his home in Dartmouth, N.S., on January 27. 
Dr. Gandier, who was born in the Thousand Islands area 
of Ontario, took postgraduate work in England after 
graduating from Dalhousie before engaging in general 
practice at Pictou, N.S., where he remained for three | 
years. Later he returned to England to specialize in 
diseases of the eye, ear, nose and. throat. In 1904 he 
settled in Dartmouth, where last year he completed his 
50th year of practice. He is survived by a sister, Lady 
Falconer of Toronto. His wife predeceased him eleven 
years ago. 


DR. JOSEPH-LAURENT GILBERT died at Quebec on 
January 14 at the age of 80. Dr. Gilbert, who was born 
at St. Augustine in Portneuf County, studied at Levis 
College and graduated in medicine from Laval Uni- 
versity. His career was divided between general practice, 
medical service in the army, and medical service with 
the American Immigration Department: this last post 
he held for more than 30 years. In 1949 the Medical 
Society of St. John the Baptist acknowledged his fiftieth 
year of general practice. He is survived by four sons, 
one of whom, Dr. Jules Gilbert, is secretary of the School 
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of Hygiene, University of Montreal, and director of the 
Division of Health Education in the Ministry of Health 
tor the Province of Quebec. 


DR. EDWARD C. KENNEDY, dean of medicine at 
St. Mary’s Hospital, Montreal, died suddenly in that 
city on January 16. He was 88. Dr. Kennedy was for 
many years one of Montreal’s leading physicians. A 
native Montrealer, he graduated from Montreal College 
(then a part of hanak University) 67 years ago and, 
except for time spent in postgraduate study in Berlin, 
Dresden and Paris, had practised continuously in Mon- 
treal. Much of Dr. Kennedy’s time was given to institu- 
tional work. For many years he was on the staff of St. 
Mary’s Hospital, holding important appointments there, 
and being, at the time of his death, honorary consult- 
ant in the department of medicine. Interested also in 
mental health, he was at one time resident physician of 
the Longue Pointe Asylum. He served also on the 
Montreal Catholic School Commission. Dr. Kennedy 
was an honorary vice-president of the Canadian Red 
Cross Society and a member of the Medical Council of 
Canada, the College of Physicians and Surgeons of the 
is gd of Quebec, and La Société Médicale de Mon- 
treal, 


DR. MARY B. CALLAGHAN McCARTHY, the first 
woman intern at St. Michael’s Hospital, Toronto, died at 
her home in that city on February 9. Dr. McCarthy 
graduated in medicine from the University of Toronto 
in 1905 and practised in Toronto until her marriage in 
1912 to Daniel J. McCarthy. She is survived by a son 
and two daughters. 


DR. THOMAS A. MORRISON, former chairman of the 
war pensioners’ tribunal for Canada, died at his home 
in Hamilton on January 2. He was 78 years old. Dr. 
Morrison, who was born in Hamilton, graduated in medi- 
cine from the University of Toronto in 1907 and prac- 
tised there until 1914. At the outbreak of World War I, 
he went overseas as adjutant of the 19th Battalion and 
Saw service in France. He also served as deputy assistant 
director of medical services to the Canadian Siberian 
Expeditionary Force. On his return to Canada he was 
given a post with the Department of Soldiers’ Civil Re- 
establishment and became superintendent of the Brant 
Military Hospital at Burlington, Ont. Later he became 
head of the department’s Hamilton office. In 1928 he was 
appointed chairman of the board of the pensions tribunal 
in Ottawa, and in 1933 was named district adjutant of 
the Westminster Hospital in London, Ont. He retired in 
1945. Dr. Morrison is survived by his widow and one 
son, 


DR. ERNEST R. MYERS, who practised medicine in 
Saskatoon for 34 years, died in Victoria on January 7. 
Dr. Myers, a graduate of the University of Pennsylvania, 
went to Saskatoon in 1912 and set up practice. He was 
the first to specialize in urology in that city. During his 
many years in Saskatoon Dr. Myers played an active part 
in community life. He was a member of the Council of 
the College of Physicians and Surgeons, a fellow of the 
American Urological Association, and an honorary mem- 
ber of the British Association of Urological Surgeons. On 
his retirement in 1946 he moved to Victoria. Dr. Myers’ 
wife predeceased him two years ago; he is survived by 
a sister. 


DR. LAURENT TRUDEAU, 48, of Chambly, Que., 
died in the Maisonneuve Hospital, Montreal, on January 
16. A son of the late Dr. Albéric Trudeau, Dr. Trudeau 
was born in Richelieu County and was educated in the 
district schools and at the University of Montreal. After 


graduation he set up practice in the Chambly, district. 
Dr. Trudeau took a keen interest in public affairs and at 
the time of his death was a member of the municipal 
council. He is survived by his widow. 
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ABSTRACTS from current literature 
MEDICINE 


Evaluation of Phenylbutazone (Butazolidin) 
in the Treatment of Rheumatoid Spondylitis: 
Report of 50 Cases. 


Toone, E. C., Jk. AND InBy, W. R.: ANN. INT. 
Mep., 41: 70, 1954. 


A series of 50 cases of rheumatoid spondylitis was 
treated with phenylbutazone (Butazolidin) for periods 
varying from under two months to one year. The original 
dose ot 800—1,200 mgm. daily in four equal oral doses 
was reduced because of toxic signs to a maximum of 600 
mgm. daily for the first three days and then 400 mgm. 
daily (4 x 100 mgm.). There was major improvement 
in 27, minor in 8, and none in 15 cases. Toxic reactions 
occurred in 17 cases; in 3 they were severe enough to 
stop therapy. In nine cases phenylbutazone administra- 
tion was considered better than radiotherapy or other 
measures, but in most cases the drug should be looked 
on as an adjunct to x-ray therapy in this condition. 


Psittacosis. 


PERLMAN, L. AND Miuzer, A.: A. M. A. ARCH. 
Int. Mep., 94: 82, 1954. 


The increasing popularity of parakeets as pets, the lack 
of uniform laws regarding their importation and sale, and 
the presence of disease reservoirs amongst domestic fowl 
have increased the incidence of psittacosis tremendously. 
The fatality rate of the disease has decreased from 50% 
to approximately 2% since the introduction of antibiotic 
therapy. The authors describe seven cases of their own; 
in three the diagnosis was presumptive and in four proven 
by the demonstration of a fourfold rise in titre of com- 
siisant tibae antibodies against the psittacosis-lympho- 
granuloma group of viruses. In only three of the cases 
was the diagnosis suspected clinically; in the remainder 
the diagnosis was made only after complement-fixation 
tests although there were obvious clues, such as occupa- 
tion or history of close association with psittacine birds. 


Psittacosis is often mistaken for primary atypical pneu- 
monia, which is not surprising as the symptoms and signs 
of both are the same. In reviewing the literature the 
authors point out that there is a great variation in inci- 
dence of psittacosis among cases of pneumonia; some 
workers have reported an incidence of 10 out of 45 cases, 
others only two out of 67 cases of primary atypical pneu- 
monia. This variation may be due to the lack of repeated 
examinations of sera from suspected cases and possible 
interference with antibody formation due to antibiotic 
therapy. 


It is apparent from the figures reported over different 
parts of the United States that the incidence is very 
variable. The disease is not only transmitted to man by 
the parakeet, cockatoo, lorikeet, Suabied. macaw and par- 
rot but also by pigeon, finch and seagull. The problem of 
psittacosis control is a most pressing one, but at the same 
time a very difficult one because there is a significant 
reservoir amongst domestic fowl as well as the birds of 
the psittacine group. The authors deal briefly with the 
views of others such as Meyer, who implies that the risk 
of contracting psittacosis from exposure to infected fowl 
is a calculated one—“I don’t want to create now a good 
deal of fear that you shouldn’t eat ducks; you probably 
have done it a great many times and have never con- 
tracted psittacosis but it is worthwhile to keep in mind 
that this new reservoir of psittacosis is enormous.” The 
control measures against psittacosis suggested by a com- 
mittee of the American Public Health Association should 
be adopted and enforced on a nationwide scale. Vaccina- 
tion of all persons in contact with potential carriers might 
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help to eradicate the disease. Transmission of the disease 
from human to human may occur. One of the present 
cases had been in contact with a known case of psitta- 
cosis, with no opportunity for contact with psittacine 
birds. Prophylactic penicillin and chlortetracyline in this 
case were unsuccessful, although there was an excellent 
therapeutic response to the latter drug. 


W. F. T. Tattow 


The Significance and Treatment of 
Precancerous Lesions. 


STaTE, D.: Postcrap. MEp., 16: 186, 1954. 


Early examination of 13,380 apparently well individuals 
over the age of 45 brought to light that 100 had a 
malignant tumour; 1,420 had a precancerous lesion at the 
initial examination; 950 had a precancerous condition at 
a later examination. In view of the importance of early 
recognition in the treatment of precancerous _ lesions, 
routine examinations materially reduce the annual cancer 
death rate. A knowledge of the commonly encountered 
precancerous lesions and proper treatment of them may 
contribute to the prevention of cancer. Small precancer- 
ous lesions, adequately handled by relatively simple pro- 
cedures, can obviate the need for radical surgery for 
fully developed malignant tumours, with saving of 
money, suffering and lives. B. L. FRANK 


Rectal Use of Ergotamine Tartrate and 
Caffeine Alkaloid for the Relief of Migraine. 


GraHaM, J. R.: New Enc. J. Mep., 250: 936, 
1954, 


Since many migraine subjects cannot arrange to have 
ergotamine tartrate given parenterally and many find they 
cannot take it by mouth because of nausea, ‘the rectal 
route is a useful one. The author reports on the efficacy 
of various combinations of ergotamine tartrate and 
caffeine alkaloid, in some cases with atropine derivatives, 
used by 100 patients with 577 migraine attacks. Most of 
the side-effects reported by patients were attributed to 
the ergotamine tartrate; some patients suffered from ner- 
vousness and insomnia attributable to the caffeine; and 
the addition of atropine to the suppository had little 
effect on the nausea and vomiting. Local rectal irritation 
was not encountered even when suppositories were used 
three times a week; suppositories made up in a water- 
soluble base produced a Gael movement, and therefore 
suppositories containing a cocoa-butter base were pre- 
ferred (although they had to be kept in a refrigerator). 
One mgm. of ergotamine tartrate combined with 100 
—- of caffeine was the most useful dosage with least 
side-effects. In the 577 migraine attacks there were 423 
(73%) good results with the suppository (headache com- 
pletely relieved in three hours), fair results (headache 
completely relieved between three and six hours) in 101 
(17%) and poor results in 53 (10%); unpleasant side- 
effects were reported in only 30 cases. The author con- 
siders that the rectal route of administration is highly 
effective; ranking next in reliability to the parenteral 
route, it is superior to the oral route. Some patients have 
been inserting a Cafergot tablet per rectum (the tablet 
contains 1 mgm. of ergotamine ‘ail 100 mgm. of caffeine 
alkaloid); although these tablets are designed for oral 
administration, it appears that they are well tolerated per 
rectum and are more effective by this route than when 
given by mouth. Some patients who previously used up 
to six tablets of Cafergot by mouth found that one or 
two tablets by rectum produced similar relief: in a 
small group of 18 patients with 180 attacks treated by 
this method, the results were good in 69, fair in 85 and 
poor in 36. The author comments that the Cafergot 
tablet as used in the rectum is more convenient than a 
suppository because it can be carried in a handbag with- 
out fear of melting and is more economical in price than 
a suppository. W. F. T. Tattow 


Asstracts 399 


SURGERY 


Branchial Cysts and Lateral Cervical Fistula. 
Kinper, C. H.: Brrr. J. Surc., 42: 53, 1954. 


The history and histological picture of branchial cyst and 
lateral cervical fistula suggests that each is a distinct 
clinical entity with different embryology, signs and symp- 
toms. A branchial cyst is probably derived from the 
entoderm of a branchial pouch and the lateral cervical 
sinus from a precervical sinus which has failed to obliter- 
ate. The lateral cervical sinus is surrounded by a muscle 
sheath, so that the external opening is elevated on 
swallowing. Burns PLEWES 


Differences Between the Rate of Healing of 
Wounds Inflicted with Short Time Interval. 


SANDBLOM, P. AND MurREN, A.: ANN. SuRG., 
140: 449, 1954. 


Measurements of the strength of healing wounds of 
rabbits’ skin failed to show the release of a repair- 
promoting factor in the organism following trauma. The 
shaving of the skin does affect the rate of healing, but 
this probably depends on changes in skin circulation and 
environmental temperature due to shaving. Experiments 
of this kind emphasized the effect of small technical 
errors; operations performed from the opposite side of 
the animal did not heal as well as those done from the 
same side. Burns PLEWES 


Simple Stricture of Esophagus. 
MektE, E.-C.: Brir. J. Surc., 42: 39, 1954. 


Stricture of the oesophagus as a sequel to swallowing 
caustic soda is frequent in Malaya. Gastrostomy feeding 
is not a satisfactory solution of the disability. An ceso- 
phagojejunostomy operation is described as a solution. 
A Roux-Y loop of jejunum is brought into the thorax 
after removal of the spleen. Avoiding the thoracic duct, 
a side-to-side anastomosis behind the subclavian artery 
is performed. The loop of intestine passes through the 
left transverse mesocolon and the postero-lateral aspects 
of the left diaphragm. 

A successful result was obtained in five of 10 cases 
operated upon. Failure in the others was due to in- 
ability to free the cesophagus in two, and inability to 
prepare a loop of jejunum in one. One patient died from 
strangulation of the intestinal loop, and in one difficult 
case death was due to cardiac embarrassment from 
pleural effusion. 


The five patients successfully operated on are in ap- 
parent good health. BuRNs PLEWES 


Extradural Hemorrhages of the Posterior Fossa. 
Hooper, R. S.: Brir. J. Surc., 42: 19, 1954. 


Extradural clots in the posterior fossa are said to be 
more than “excessively rare,” being found in 0.3% of 
the admitted head injuries and in 7 out of 47 extradural 
hzematomas in a series from Melbourne. Such a collection 
of blood usually follows an injury to the back of the 
head, a fracture traversing the occipital bone and cross- 
ing the lateral sinus, and symptoms often suggestive of 
a fracture of the cervical spine. Usually there is a lucid 
interval, headache, vomiting and neck stiffness. Signs 
include increasing drowsiness, pupillary abnormalities, 
unilateral hypotonia and extensor plantar responses. Inco- 
ordination and ataxia may be demonstrated and cranial 
nerve involvement is variable (3rd, 6th, 7th, 9th and 
1lth nerve palsies are described). Prognosis depends on 
early diagnosis and operation. Burns PLEWES 
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Cerebrospinal Fluid Rhinorrhaea in Closed 
Head Injuries.” 


Lewin, W.: Brit. J. Surc., 42: 1, 1954. 


The danger of meningitis following head injury with 
a cerebrospinal fluid leak is great, and it is increasingly 
recognized that the dura should often be repaired in 
such cases. Besides the risks of meningitis’ itself, epi- 
lepsy may be precipitated by the infection, for 21 of 
the 84 cases described had fits. These included 11 of 
the 16 patients who had meningitis, and 10 of the 68 
patients who had no incranial infection. 

Fractures of the paranasal sinuses are found in 7% 
_ of all head injuries and cerebrospinal fluid rhinorrhoea 


in 2%. In at least 25% of the latter a dural tear, with- 


risk of meningitis, is present. The dural tear can be 
closed by a graft of fascia lata and this should be seri- 
ously considered in all such cases. 

A study of 56 cases in which dural repair was per- 
formed is described. BurRNs PLEWES 


OBSTETRICS AND GYNAECOLOGY 


Is the Danger of Vaginal Examination in 
Labour Overestimated? 


Prystowsky, H.: AM. J. Osst. AND GyYNEC., 
68: 639, 1954. 


Three hundred and sixty-four patients were subjected 
to vaginal examinations in labour and in a correspond- 
ing number progress was followed up by rectal examina- 
tion. The incidence of pyrexia and of postpartum com- 
plications and the duration of hospital stay were almost 
identical in the two series, nor was perinatal morbidity 
or mortality affected. When rectal examination is un- 
satisfactory, the vaginal approach can be employed even 
on multiple occasions with relative impunity, not only 
for clinical purposes but also advantageously for teach- 
ing. Ross MitcHELL 


Cardiac Arrest Under Anzsthesia During 
Induction of Labour with “Pitocin” Drip. 


Lesser, M. ANp Eason, G. A.: Brir. M. J., 
2: 79, 1954. 


A case is reported of death in labour under cyclopropane 
anzsthesia followed by Pitocin intravenous drip in a 
41-year-old, 4-para with placenta previa. 

So far as a single case can indicate anything, this one 
should draw attention to the following facts: (1) numer- 
ous fatalities have been attributed to the combination of 
pituitrin and anesthesia, particularly with cyclopropane; 
and (2) Pitocin, though highly purified, is not entirely 
free of vasopressin. It is recommended that the Pitocin 
drip should be used strictly in accordance with the ac- 
cepted principles as regards rate of administration; 
should not be used during or immediately after anzs- 
thesia with cyclopropane; and should be avoided in pa- 
tients who may have coronary disease, which means in 
effect those over 40 years of age. Ross MItTcHELL 


Incoagulability of Blood After Accidental 
Hemorrhage. 


Moore, H. C.: Brir. M. J., 2: 277, 1954. 


In a case of severe post-partum hemorrhage following 
accidental hemorrhage there was incoagulability of the 
blood. This defect of clotting mechanism is a not un- 
common complication of accidental hemorrhage. It can 
and should be identified before delivery so that Specific 
treatment by the intravenous administration of fibrinogen 
can be given. Ross MircHELL 
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PAEDIATRICS 


Vitamin K in the Treatment of Hzmorrhagic 
Disease of the Newborn. 


Dam, H. anv Pium, P.: Postcrap. MeEp., 15: 
279, 1954. 


The relationship between vitamin K and hypoprothrom- 
binemia and ousted disease in ene infants 
was recognized in 1939, and has been the subject of 
numerous investigations. Most research workers, includ- 
ing the authors, have found that while the prothrombin 
activity is increased considerably in the mother at the 
end of pregnancy, it is usually between 20 and 50% 
of the normal adult value in her newborn infant; the 
adult level is reached at about one year. Experience with 
the administration of vitamin K to the mother either 
just before or during labour shows no important increase 
in prothrombin activity of the non-asphyxiated infant 
at birth, but it does suggest that it will have a greater 
influence on those infants who have suffered an intra- 
uterine asphyxia, and are thus most subject to hamorrh- 
age. Anoxia is a great risk in the premature. 

While the breast-fed infant shows an even lower level 
of prothrombin activity during the first week of life, this 
is not true of the artificially fed one. Not until the 
mother’s milk “comes in” does the breast-fed infant 
get an adequate supply of vitamin K. 

The authors conclude by saying that the administra- 
tion of vitamin K to the mother either just before or 
during labour is of definite prophylactic value, and since 
there is no way in which one may decide beforehand 
which infant will need the “boost,” and. because the 
administration of the K is cheap and harmless it should 
be given as a routine measure to all mothers. 


IsABEL M. LAUDER 


Nephrosis in Children. 


Barnett, H. L. aNp Sutnyya, M.: PosTGRAD. 
Men. J., 15: 362, 1954. 


The term “nephrosis” is ill-defined, and it is conse- 
quently hard to explain its meaning to parents of 
children suffering from it. In order to clarify this dis- 
cussion for the doctor, the authors emphasize that the 
term “nephrosis here clinically designates the disease 
which: (1) usually has an insidious beginning in young 
children with onset of cedema (likely to be noticed first 
by parents as a periorbital swelling), associated wfth 
proteinuria, hypoproteinzemia and hyperlipzmia; (2) is 
not preceded by acute glomerulonephritis; (3) may or 
may not be accompanied by transient or persistent 
hematuria, hypertension or reduced kidney function; 
(4) may result in complete recovery or in death from 
renal insufficiency.” 


Nephrosis tends to follow one of three patterns: 
(1) active clinical disease followed by partial or com- 
plete remission (55%); (2) active clinical disease with 
death during the active stage (30%); (3) active clinical 
disease followed by chronic renal disease (15%)—a 
small percentage of these patients will die after a long 
progressive illness. 


Although specific treatment is not possible, proper 
empirical treatment is of the greatest importance. The 
authors warn against a high protein diet. Let the child 
eat the optimal diet of a healthy child his age, with a 
moderate restriction of salt. This means that foods should 
not be cooked with salt, nor should it be added at the 
table. As to activity, let the child set his own restrictions. 
Since the patient is so susceptible to common respiratory 
infections, care will have to be taken in his contacts with 
other children. The authors are pesmi supervized 
group activity for two to four children living in the 
same neighbourhood. Hospitalization should be resorted 
to only for major reasons. It will take all the resources 
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of parents and physicians to keep these children from 
becoming psychoneurotic and they should be at home 
as much as possible. Prevention and treatment of in- 
fections is most important. Peritonitis is one of the most 
common severe intections. Since ascites may mask the 
classical signs and symptoms, it must always be sus- 
pected when the child develops a fever and looks sick. 
The authors are certain that antibiotics are important in 
prophylaxis but, since their exact value is still unestab- 
lished, are attempting to assess it by giving them in 
their own clinic. One-half of their patients are receiving 
oral penicillin (300,000 units of liquid preparation daily, 
or 300,000 U. tablets twice daily), alternating at four- 
week intervals with oral terramycin (5 mg./kg. twice 
daily). The other half receive the same drugs but only 
when they have a mild respiratory infection or have 
been exposed to an infection in the family. 

In the treatment of cedema per se, the authors advise 
against osmotic diuretics and advocate abdominal para- 
centesis. In order to induce profuse, sustained diuresis 
following generalized infections, either corticotrophin 
(25 mg. 6 hourly for, 10 days) or cortisone (50 mg. 
per os 6 hourly ise 10 days) is advocated. They warn 
that only short courses of these hormones should be 
given. It is not yet certain how long courses will affect 
the final outcome of the disease. Since 50% will have 
diuresis during the first two months, hormone treat- 
ment should not be given until six to eight weeks after 
onset. It should not be started in the presence of active 
infection or given to patients who have progressed to 
the stage of chronic renal insufficiency. Wide spectrum 
antibiotics should be given at the same time, since the 
hormones mask evidence of infection. Sodium restriction 
should not be too rigid. Since there may be an elevation 
of blood pressure during treatment, 0.22 gm. of KC1 per 
kg. of body weight should be added to the diet. 


IsaABEL M. LAuDER 


Appendicitis in Children. 


MEAGHER, S. W., CRANDON, 
CAMPBELL, A. J. A.: 
250: 895, 1954. 


At the Boston City Hospital during the three-year period 
1950-1952, 405 children under the age of 13 years 
underwent operation because of a diagnosis of appendi- 
citis. Appendiceal disease was found in 74% in this 
group, two out of three had acute appendicitis only, 
one in five showed perforation without abscess, and one 
in 13 had frank abscess formation. One death on the 
operating table was due to cardiac arrest under spinal 
anzesthesia. 

Of the 26% (105 cases) who showed no appendiceal 
disease, one in three presented no abnormality, four in 
seven were considered to have mesenteric adenitis, and 
the remainder presented a variety of acute abdominal 
conditions. In seven cases the operation would have 
been avoided if the correct diagnosis (dysmenorrhoea, 
trigonitis, gastroenteritis, pyelonephritis and _ over- 
distended bladder) had been made. 

A follow-up study of 24 out of 45 children who had 
undergone “interval appendectomy” because of recurrent 
abdominal pain showed that 20 had been relieved of 
symptoms. NorMaAN S. SKINNER 


J. H. anpb 
New ENGLAND J. MED., 


Prematurity and Blindness: The Relationship 
of Oxygen Therapy to Retrolental Fibroplasia. 


Hoeck, L. E.: Postcrap. MEp., 16: 124, 1954. 


More research concerning the largest cause of child 
blindness comes from the District of Columbia Hospital. 
On the basis of the finding that the single factor com- 
mon to all cases of retrolental fibroplasia in premature 
infants was the prolonged administration of oxygen, the 
effect of 60-80% oxygen on newborn animals was in- 
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vestigated. Mice, rats and kittens were used. Retinal 
damage occurred in all animals. 

In May 1953 the policy of using oxygen sparingly 
was adopted by the hospital. Since that time no cases of 
retrolental fibroplasia have been observed. The author 
admits that the majority of premature infants will need 
some oxygen therapy. His recommendations for its 
administration are as follows: (1) Give oxygen only 
when specifically indicated. (2) Administer it by per- 
centage rather than by litres per minute flow (40-50% 
is usually adequate; only rarely will the 60-80% con- 
centrations be needed, and then only for very short 
intervals, (3) Use oxygen in as low a concentration 
and for as short a time as possible; the infant’s colour 
and pulmonary ventilation will be an adequate guide 
here. The importance of the nurse in saving the prema- 
ture infant’s life cannot be stressed too much; she must 
understand fully the advantages and disadvantages of 
oxygen administration. 

IsaBEL M. LAUDER 


RADIOLOGY 


How Safe is X-ray and Fluoroscopy for the 
Patient and the Doctor? 


CeIn, N. W.: J. Pepiat., 45: 310, 1954. 


The trained radiologist is well acquainted with the 
dangers and limitations of fluoroscopy, but this is usu- 
ally not true of the occasional user of x-ray and fluoro- 
scopic equipment. Every effort must be made to provide 
adequate protective and measuring devices for phy- 
sicians and patients and others exposed to radiation; 
they should be properly instructed in their use. 

The author points out the attendant hazards of 
x-radiation, especially to the blood and _blood-forming 
organs, and also the effects upon reproduction. March 
found evidence of leukemia in radiologists over a 
fifteen-year period to be about ten times as great as in 
non-radiologists. 

The author measured the amount of scatter radiation 
received by the operator during fluoroscopy (weekly, 
over a one-year period ); the results show that more than 
0.4 r. was received over the chest, while 0.45 r. was 
received at the pubic region per week. With additional 
simple lead shielding on the sides of the machine, the 
amount of radiation was cut to 0.1 r. per week, about 
one-fourth the previous exposure. From composite meas- 
urements of the radiation received over various areas of 
the body for many weeks, the author found that the 
pubic area and the left chest received even more radia- 
tion than the right chest and the back because they are 
closer to the tube. He considers that these areas are 
more exposed to scatter radiation from the rays between 
the table top and the screen and the table top and the 
tube underneath. The operator stands in front and near 
the foot of the table and manipulates the screen with 
his right hand while the left hand regulates the shutter 
mechanism. 

The physical problems of fluoroscopy may be divided 
into two principal categories: those concerned with 
radiation hazards to patient and physician, and those 
concerned with poor visibility during the examination. 
The diagnostic study should be carried out where the 
field of vision is restricted by the fluoroscopic shutters 
to the smallest size consistent with adequate vision. The 
time of exposure should be reduced to the shortest pos- 
sible interval consistent with a complete examination. 
Other factors must be known, such as the kilovolts ap- 
plied to the roentgen tube, the target-table top distance, 
and the filtration to the roentgen beam. In general, pro- 
cedures that reduce the radiation exposure to the pa- 
tient also reduce exposure to the fluoroscopist. Lead 
rubber gloves and aprons do not protect the head, neck 
and shoulders. At the present time no manufacturer of 
fluoroscopic equipment publishes information on reduc- 
tion of exposure. The lead glass covering the screen 
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appears to be effective in preventing the transmission of 
significant quantities ef direct radiation to which the 
doctor is exposed. 


Almost all the intelligence recorded on a fluoroscopic 
screen is appreciated by the observer within a_tew 
seconds after the image has appeared. Long periods of 
further scrutiny are usually of little value. The speed 
of intelligent appreciation by an observer depends on 
his experience. 

A national standardized radiation diary system has 
been recommended. This diary should contain a record 
of all previous radiation exposures for any patient. It 
would include all exposures to x-rays, as well as to 
radium and isotopes and other forms of radiation. The 
patient should retain this record. The danger to the 
chance observer or the patient is negligible. It is the’ 
daily exposure month after month and_year after year 
from which the physician must be guarded. Fortunately, 
protection against scattered radiation is easy to attain 
by present technique. W. F. T. TATLOw 


THERAPEUTICS 
The Treatment of Hypertension with Drugs. 


MeENbDLowiTz, M.: ANN. Int. MEp., 39: 999, 
1953. 


Most drugs which are aimed at decreasing sympathetic 
nerve discharge are successful to some extent in the 
treatment of hypertension. The important limitations are 
side effects and tolerance. 


There are four levels at which blocking drugs may act: 
(1) the cerebral cortex; (2) the hypothalamus; (3) the 
spinal cord, and (4) the sympathetic poe. Drugs may 
also act on the nerve endings and on the contractibility of 
smooth muscle or of capillaries, or they may interrupt 
the sensory inflow. Some drugs also influence the re- 
activity of blood vessels to ordinary stimuli, or the non- 
neurogenic or intrinsic tone of these vessels. 


Substances which block sympathetic outflow at the 
level of the cerebral cortex include alcohol, the anzs- 
thetics, the narcotics and the hypnotics. Barbiturates are 
still widely used for hypertension. Rauwolfia serpentina 
acts probably on cortical and subcortical centres. 


Compounds acting at the hypothalamic level include 
the veratrum alkaloids, hydrogenated ergot derivatives 
and 1|-hydrazino-phthalazine. Veratrum alkaloids com- 
monly cause nausea and vomiting which limits their 
prolonged use; the development of tolerance is not un- 
common. The hydrogenated ergot derivatives are much 
more active parenterally than by sublingual or oral ad- 
ministration. Tolerance develops quickly. The direct con- 
stricting action of these compounds on the smooth muscle 
of arterioles is light; 1-hydrazino-phthalazine is well ab- 
sorbed when given by mouth. Headache, postural hypo- 
tension, nausea and vomiting, are common transient side 
reactions which do not limit the use of this drug; though 
uncommon, drug fever or psychosis precludes its use. 
There may be transient oedema, the mechanism of which 
is uncertain. Tolerance to this drug is common after 
three or four weeks of treatment; however, interruption 
of treatment for one week may restore its effectiveness. 


Drugs acting at the third level in the spinal cord are 
intraspinal procaine or other innenptaal anesthetics. 
These have no practical value in the treatment of hyper- 
tension. 


At the fourth level, in the autonomic ganglia, drugs 
may be used either for testing purposes or in the treat- 
ment of hypertension, but care must be exercised to 
exclude the presence of a pheochromocytoma, since these 
substances may provoke the secretion of large amounts 
of epinephrine and nor-epinephrine from such tumours. 
Tetraethylammonium salts have the disadvantage of 
rapid excretion and hence short duration of action. Side 
reactions are tingling, postural hypotension, mydriasis, 
nausea, vomiting and, occasionally, collapse. The maxi- 
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mal dose intravenously is 5 mgm. per kilogram. Death 
has followed larger doses. These drugs may also 
potentiate the action of insulin and produce insulin shock 
in diabetics. The quaternary amines and Pendiomide also 
block autonomic ganglia and are free from such side re- 
action as tingling. They are administered parenterally 
in a. dosage ot 0.8 mgm. per kilogram and the duration 
of their action is less transient. Following intravenous in- 
jection, dry mouth, occasional nausea, and mild postural 
hypotension have been observed. 

Pentamethonium and hexamethonium are among the 
most useful drugs for controlling hypertension. They are 
slowly excreted and have a prolonged effect. Dosage 
ranges from 0.1 to 1 mgm. per kilogram parenterally. 
Side reactions are rare and consist chiefly of postural 
hypotension and collapse if not too large a dose is given. 
With intravenous injection, small doses may produce 
shock without the collateral signs of shock, such as tachy- 
cardia and sweating. Nor-epinephrine and epinephrine 
are effective antidotes. These drugs have also been given 
orally, but if enteritis or acute appendicitis is present, 
a sudden increase in intestinal absorption may be dis- 


‘ astrous. Following oral administration there may be con- 


stipation, and more rarely paralytic ileus. 

Drugs which act by blocking discharge at sympathetic 
nerve endings are Dibenamine and Dibenzyline. These 
are more effective parenterally than by mouth. Side re- 
actions consist of nasal congestion, postural hypotension, 
nausea, vomiting and shock; response to their oral ad- 
ministration is irregular. Sympathomimetic drugs are not 
effective antidotes. Regitine and Priscoline also have 
blocking effects on sympathetic nerve endings. The 
former and Piperoxan are used as pharmacologic tests for 
pheochromocytoma. 


Direct blocking of contractions of smooth muscle in 
blood vessels is obtained by the use of nitrites and 
drugs of the xanthine group. Effective oral doses usu- 
ally produce nausea and vomiting. 

Other drugs act indirectly on the tissues and _ their 
blood vessels via salt and water metabolism or oxidative 
mechanisms. Low-sodium diets, diuretics, exchange 
resins and digitalis may have some effect on vascular 
resistance in this way. Thiocyanates are also believed to 
act in this indirect manner. 


It is emphasized that many cases of hypertension re- 
quire no treatment, especially hypertension in the aged 
and hypertension of advanced renal disease. In such cases 
the complicating effects of hypertension are treated 
where they exist rather than the high blood pressure 
itselt.. B. L. FRANK 


A New Approach to Night-time Sedation. 
Roserts, E.: Am. J. M. Sc., 227: 609, 1954. 


Both hypnotics and sedatives are used successfully in 
treating sleep disturbances (the former producing sleep 
and the latter inducing sleep). Excluding insomnia due 
to pain, cough, fever and the like, a suitable sedative is 
the treatment of choice; small doses of phenobarbital are 
widely prescribed for this purpose. Since sleeplessness 
gives rise to fear, and fear (of drug dependence and the 
supposed evil consequences of insomnia) increases sleep- 
lessness, it has been suggested that if the patient can 
dissociate the taking of medicine from the induction of 
sleep these fears can be calmed. A recent preparation 
in which minute granules of phenobarbital are released 
from a capsule gradually over a period of 10 to 12 
hours was found to be of value in breaking the vicious 
circle of fear. Over a period of six months 21 patients 
(5 male and 16 female) suffering from sleep disorders 
were treated with this new drug. All patients were con- 
sidered to have a pressing need for some soporific, some 
had a serious organic disease, others suffered from mental 
tension; all had been receiving large doses of various 
hypnotics and sedatives, and all were dissatisfied with 
these drugs because a dose heavy enough to produce 








Canad. M.A. J. 
Mar. 1, 1955, vol. 72 


sleep resulted in difficulty in awakening, morning leth- 
argy and “heaviness.” 


Of the 21 patients two reported the customary in- 
somnia in spite of the drug, but in the remaining 19 
results were quite satisfactory. Eight patients who had 
previously required as much as 4% gr. of the barbiturates 
received equal benefit from 1% gr. of the sustained- 
release phenobarbital. Eleven patients who in spite of 
heavy doses of hypnotics had complained of waking in 
the early morning hours, slept longer with much fewer 
periods of wakefulness. Almost all patients found that 
the use of a sedative became less and less necessary; at 
the end of three months, seven patients had stopped 
the medication entirely. The general response was quite 
good, and none reported morning depression or bar- 
biturate “hangover.” Many patients commented that the 
medication did not produce overwhelming bedtime 
drowsiness or morning confusion. The beneficial action 
of the preparation is attributed to the fact that it is taken 
45 minutes before retiring, so that taking the drug is 
dissociated from induction of sleep, and it maintains 
a constant therapeutic drug level which results in a more 
natural sleep and lessens the possibility of oversedation. 


W. F. T. TatLow 


The Effectiveness of Hydrocortisone Ointment 
in Various Cutaneous Diseases. 


HEILESEN, B., KRISTJANSEN, A. AND REYMANN, 
F.: Daniso M. BuLt., 1: 171, 1954. 


The present paper is a discussion of the results of pro- 
longed, continuous hydrocortisone ointment therapy 
which extended over a period of 12 months. Essential 
improvement was seen in 29 of 43 patients with ano- 
genital eczema, in 25 of 30 cases of neurodermatitis, 
in 49 of 71 cases of atopic dermatitis, in 53 of 70 cases 
of eczema and in 13 of 20 cases of pityriasis simplex 
eczematisata; 7 patients with polymorphous actinic der- 
matitis were all essentially improved. 

There is a decided difference in the effectiveness of 
various commercial hydrocortisone ointments. 

Hydrocortisone ointment constitutes a valuable new 
addition to the methods of treatment of chronic cutane- 
ous diseases when used either alone or in conjunction 
with ordinary dermatologic procedures. Hydrocortisone, 
which is purely symptomatic in effect, should be em- 
ployed only in patients deriving no benefit from con- 
ventional dermatologic therapy. (From the authors’ 
summary.) 


INDUSTRIAL MEDICINE 


Why Doesn't the Worker's Skin Clear Up? 
. an Analysis of Factors Complicating 
Industrial Dermatoses. 


Morris, G. E.: A. M. A. Arcu. INpust. Hye., 
10: 43, 1954. 


Although in most patients with skin eruptions caused by 
contactants at work or at home the lesions clear within a 
reasonable time after cessation of exposure, there are 
some—approximately 1%—who fail to recover after 
following the accepted procedure. From his observation 
of more than 3,000 cases of industrial skin diseases dur- 
ing the past 12 years the author recognizes at least 24 


causes of this failure: (1) failure to follow the phy- ° 


sician’s advice; (2) “over-treatment”; (3) continuing 
exposure on the assumption that hardening will occur 
in all cases; (4) incorrect initial diagnosis; (5) secondary 
bacterial infection of the occupational eruption; (6) 
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vesicular eruption due to antibiotics; on top of sec- 
ondarily infected contact dermatitis; (7) dermatophyto- 
sis of the feet, which may influence the treatment of hand 
eruptions; (8) exposures at home; (9) a serious nervous 
upset; (10) the firm’s attitude towards the patient; (11) 
physical extremes of excessive heat or excessive cold; 
(12) failure to follow treatment outlined; (13) the fact 
that some patients receive almost as much money per 
week on workmen’s compensation as they were making 
while working; (14) the lump-sum disposal of a case; 
(15) use of corticotropin, cortisone or other steroid 
hormones which may make treatment of the dermatitis 
more difficult; (16) application of protective creams 
after an eruption; (17) simultaneous treatment by two 
physicians; (18) a patch test, which may cause an acute 
flare-up; (19) an allergic background; (20) an accentua- 
tion of an existing skin disease by an occupational factor; 
(21) a background of a focus of infection; (22) de- 
ficiency of nicotinic acid and of riboflavin; (23) con- 
tinued use by the patient of work clothing saturated 
with the irritating substance; (24) sensitivity to nickel, 
chrome or rubber—patients allergic to these substances 
must be careful to avoid anything that contains them. 
In his experience the author has not found polysensitiza- 
tion to be a common factor in the continuance of an 
eruption. Its role, if any; is small. 

MarGARET H. WILTON 


PUBLIC HEALTH 


Hazards in Competitive Athletics. 


Statist. BuLL., Metrop. Lire Insur. Co., 35: 
1, 1954. 


Millions of Americans engage in competitive athletics, 
the most popular being baseball, basketball, golf, tennis, 
football, boxing, and track and field events. A_ brief 
discussion of the hazards encountered is given in this 
article. For the minority of persons who participate on 
a professional basis, the hazards can be considered oc- 
cupational. Of the large number of injuries each year, 
relatively few are fatal. In a period of more than three 
decades the records of New York City show approxi- 
mately 100 such deaths, or an average of only three a 
year. . 

From information now available it is apparent that 
football and boxing contribute a large proportion of the 
accidental deaths in athletics; this is due to the im- 
pact of bodily contact and the strenuous nature of the 
competition. Tables are included to show the number 
of deaths from each which occurred in the United States 
during the five-year period 1949-1953. Football ac- 
counted for 94, boxing for at least 29. Among _ pro- 
fessional boxers the death toll has been decreasing in 
recent years, largely owing to efforts by State boxing 
authorities to make the sport safer. 

Reference is made also to available information re- 
garding the hazards encountered by persons engaged in 
baseball, golf and skiing. Owing to its wide popularity, 
rather than to the hazards of playing, baseball accounts 
for a large number of fatal injuries. In the professional 
major leagues, however, with more than 400 players, 
there has not been a fatality from injuries on the field 
since 1920. 

In most of the other popular sports, deaths are very 
infrequent or are unknown. For example, in major league 
professional hockey, there has not been a death since 
1937; in professional basketball there is no record of a 
fatal injury in a game. Marcaret H. WILTON 
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FORTHCOMING MEETINGS 


CANADA 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS, 
Winnipeg, Manitoba. (Dr. P. H. T. Thorlakson, Chair- 
man.) April 25-26, 1955. 


CaNADIAN HosprraL AsSOcCIATION, Biennial Meeting, 
Ottawa, Ont. (Executive Director: Dr. W. D. Piercey, 
280 Bloor Street West, Toronto 5, Ont.) May 9-11, 1955. 


CoMMONWEALTH MEDICAL CONFERENCE OF THE BRITISH 
Mepicat AssociATION, Toronto, Ontario. (Dr. A. D. 
Kelly, Canadian Medical Association, 244 St. Georg 
Street, Toronto 5.) June 14-16, 1955. ow! 


British MEDICAL ASSOCIATION, CANADIAN MEDICAL 
AssOCIATION, ONTARIO MEDICAL ASSOCIATION, Conjoint 
Meeting, Toronto, Ont. (Dr. A. D. Kelly, General Secre- 
tary, Canadian Medical Association, 244 St. oo 
Street, Toronto 5, Ont.) June 17-24, 1955. (Scientific 
Sessions June 20-24.) 


CANADIAN ACADEMY OF ALLERGY, Annual Meeting, Royal 
York Hotel, Toronto, Ont. (Dr. P. A. Ryan, Acting 
Secretary, 229 St. Clair Avenue West, Toronto 7, Ont.) 
June 21, 1955. 


UNITED STATES 


E1cHtH ANNUAL POSTGRADUATE COURSE ON DISEASES OF 
THE Cuest, Bellevue-Stratford Hotel, Philadelphia, Pa. 
(Dr. C. L. Jackson, Chairman.) March 7-11, 1955. 


INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SUR- 
cERY, Henry Ford Hospital, Detroit, Michigan. (Dr. Con- 
rad R. Lam, Chairman of Programme Committee, 2799 
West Grand Boulevard, Detroit 2, Michigan.) March 17- 
19, 1955. 


ArRo MEDICAL ASSOCIATION, Twenty-sixth Annual Meet- 
ing, Hotel Statler, Washington, D.C. (Dr. O. O. Benson, 
Jr., Brigadier General, U.S.A., President.) March 21-23, 
1955. 


AMERICAN ACADEMY OF GENERAL PRACTICE—7th Annual 
Scientific Assembly, Los Angeles. (Mr. Mac F. Cahal, 
Broadway at Thirty-fourth, Kansas City 11, Missouri.) 
March 28-31, 1955. 


AMERICAN ACADEMY OF PeEpraTRics, Spring Session, 
Sheraton-Cadillac Hotel, Detroit, Michigan. (Dr. E. 
H. Christopherson, Executive Secretary, 610 Church 
Street, Evanston, Illinois.) April 4-7, 1955. 


SECOND MIcCROCIRCULATORY CONFERENCE, Philadelphia, 
Pa. (Dr. G. P. Fulton, Chairman, Boston University, 
College of Liberal Arts, 725 Commonwealth Avenue, 
Boston 15, Mass.) April 5, 1955. 


AMERICAN ASSOCIATION OF ANATOMISTS, Philadelphia. 
(Dr. N. L. Hoerr, Secretary, 2109 Adelbert Road, Cleve- 
land, Ohio.) April 6-8, 1955. 


AMERICAN DERMATOLOGICAL 


Belleair, 
Florida. April 17-21, 1955. 


ASSOCIATION, 


AMERICAN Rapium Society, Annual Meeting, Shoreham 
Hotel, Washington, D.C. (Dr. R. E. Tricke, Secretary, 
Mayo Clinic, Rochester, Minn.) April 21-23, 1955. 


INTER-AMERICAN CONGRESS OF Rap1oLocy, Shoreham 
Hotel, Washington, D.C. (Dr. E. P. Pendergrass, Secre- 
tary-General, 3400 Spruce Street, Philadelphin 4. Pa.) 
April 24-29, 1955. 


AMERICAN COLLEGE OF PuysiciANs, Philadelphia, Pa. 
(Mr. E. R. Loveland, Executive Secretary, 4200 Pine 
Street, Philadelphia 4, Pa.) April 25-29, 1955. 


Canad. M. A. J. 
Mar. 1, 1955, vol. 72 


AMERICAN GoIrTER AssOcIATION, 1955 MEETING, Skirvin 
Hotel, Oklahoma City, Oklahoma. (Dr. J. C. McClintock, 
Secretary.) April 28-30, 1955. 


AMERICAN PsycHosoMaTic Society, Annual Meeting, 
Atlantic City, N.J. May 4-5, 1955. 


AMERICAN UrRo.ocicaL Association, Biltmore Hotel, 
Los Angeles, California. (Dr. C. H. de T. Shivers, Secre- 
il 121 S. Illinois Ave., Atlantic City, N.J.) May 16-19, 


EicHtH ANNUAL INDUSTRIAL MICROBIOLOGY INSTITUTE, 
West Lafayette, Indiana. (Dr. C. L. Porter, Director of 
the Institute, Department of Biological Sciences, Purdue 
University, West Lafayette, Indiana.) June 5-11, 1955. 


AMERICAN MEDICAL AssociaATION, 1955 Annual Meeting, 

Atlantic City, N.J. (Dr. George F. Lull, Secretary, 535 

— Dearborn Street, Chicago 10, Ill.) June 6-10, 
5. 


OTHER COUNTRIES 


Sixty Latin AMERICAN NEURO-SURGICAL CONGRESS AND 
SECOND LATIN AMERICAN ELECTROENCEPHALOGRAPHI- 
caL Concress, Montevideo, Uruguay. (Dr. R. Arana- 
Iniguez, Convencion 1287, Montevideo, and Dr. P. Pinto 
Pupo, San Pablo, Brazil.) March 21-24, 1955. 


JapAN MeEpicaL Conecress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, Kyoto, Japan.) April 1-5, 1955. 


TENTH CONGRESS OF THE INTERNATIONAL UROLOGICAL 
Society, Athens. (Prof. Z. Kairis, rue Voukourestiou 25, 
Athens.) April 10-18, 1955. 


MippLe East MEDICAL ASSEMBLY OF THE AMERICAN 
University OF Bemut, American University campus, 
Beirut, Lebanon. (Dr. John L. Wilson, Professor of Sur- 
gery, Chairman, Committee for the Fifth Middle East 
Medical Assembly.) April 22-24, 1955. 


Wor_p HEALTH ORGANIZATION—8th General Assembly, 
Mexico City. (World Health Organization, Palais des 
Nations, Geneva, Switzerland.) May 10, 1955. 


FIFTEENTH CONGRESS OF FRENCH-SPEAKING P:DIA- 
TRICIANS, Marseilles, France. (Dr. Réné Bernard, Clini- 
que Médicale Infantile, Hépital de la Conception, 
Marseilles.) May 23-25, 1955. 


INTERNATIONAL COLLEGE OF SURGEONS—20th Anniver- 
sary Meeting, Geneva, Switzerland. (Dr. Max Thorek, 
850 West Irving Park Road, Chicago 18, Ill.) May 
23-26, 1955. 


SEVENTH INTERNATIONAL CONGRESS OF COMPARATIVE 
PatHoLocy, Lausanne, Switzerland. (Prof. Hauduroy, 
19 avenue César-Roux, Lausanne.) May 26-31, 1955. 


INTERNATIONAL HosprtaL Concress, Lucerne, Switzer- 
land. (Capt. J. E. Stone, Hon. Secretary, International 
Hospital Federation, 10 Old Jewry, London, E.C.2, 
England.) May 29-June 3, 1955. 


EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, 
The Hague, Netherlands. (Dr. H. van Swaay, Secretary, 
a — 12, The Hague, Netherlands.) June 


FirtH CONGRESS OF THE INTERNATIONAL ASSOCIATION 
FOR THE STUDY OF THE BroNcHI, Stockholm, Sweden. 
(Dr. J. M. Lemoine, 187 boulevard Saint-Germain, 
Paris 7e.) June 18-19, 1955. — 


FourtH COMMONWEALTH HEALTH AND TUBERCULOSIS 
CoNnFERENCE, Royal Festival Hall, London, England. 
(Secretary-General, National Association for the Preven- 
tion of Tuberculosis, Tavistock House North, Tavistock 
Square, London, W.C.1, England.) June 21-25, 1955. 
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NEWS ITEMS 


BRITISH COLUMBIA 


The University of British Columbia announces the 
establishment of several new scholarships and prizes, 
among them being two awarded to medical students. 

The Mount Pleasant Cambie Kiwanis Club has given 
an annual scholarship of $400 in physiology, to be 
awarded to the second-year student showing the greatest 
proficiency in that subject. A yearly prize of $75 will 
be given by the Health Officers of B.C. to the most 


outstanding medical student in preventive medicine and 
public health. 


The B.C. Society of Internal Medicine, which now 


gives a yearly scholarship of $300, is increasing this to 
$450. 


The Imperial Order of the Daughters of the Empire 
has always taken a very prominent part in the provision 
of aid and: equipment to the B.C. Cancer Institute ih 
Vancouver. Its latest contribution is the undertaking to 
provide furnishings for 22 rooms in the new boarding 
house’ now under construction by the Institute. This 
gift will amount to some $11,000, and is typical of this 
generous and public-spirited organization. 


The Burnaby Health Unit recently gave a report of 
its year’s work, through Dr. W. F. Sunderland, Municipal 
Health Officer. 

The rapid growth of Burnaby is creating many prob- 
lems, especially as regards the providing of personnel on 
the public health staff, which has recently been increased 
to 11 public health nurses and a supervisor, and will 
probably soon require further enlargement. The school 
population, as one instance, has increased from 11,432 
in 1953 to 13,010 in 1954. 

Physical examination of school children, immunization 
programmes and vaccination constitute a constantly in- 
creasing flow of work. The ten child health centres now 
in operation in the municipality are very well attended. 
Mental hygiene clinics and dental clinics are very 
actively in operation also. 


The recent death of Dr. Reginald de Lotbiniére Har- 
wood at Chemainus, at the age of 84, puts an end to a 
most picturesque, as well as a most distinguished and 
honourable career. ' 

Dr. Harwood came from a famous Canadian stock— 
famous in both political and military circles for many 
generations; the name of de Lotbiniére is one of the 
great names of Canadian history. He himself was active 
in both these spheres of life, and distinguished himself 
highly in both, as well as in his profession, which he 
adorned. His career never lacked vividness or excite- 
ment. In the first World War he saw active combatant 
service in France as colonel of a famous Canadian regi- 
ment and was later coépted by the medical services of 
the army as medical officer. He earned many honours 
and distinctions, among them the O.B.E. 

Dr. Harwood was a delightful man to know; he 
possessed a rare charm of manner. Highly cultured, a 
scholar and a gentleman, he was an ornament to his 
profession, and a distinguished citizen of his country. 


Duncan and the neighbouring districts of North and 
South Cowichan are growing apace; and the Vancouver 
Island Health Unit has found it necessary to increase its 
activities very largely. Dr. D. D. McGrath has been 
appointed. health officer for this area, the population of 


which has risen in one year from 8,000 to well over 
10,000. . 
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The Speech from the Throne at the recent opening 
of the B.C. Legislature contained some items of con- 
siderable interest to the medical profession. 


The first of these was the announcement of the 
government’s intention to open an experimental station 
for the treatment of drug addicts, and along with this, 
and with special emphasis, their rehabilitation. This 
will be on a somewhat limited scale at first, but all 
those who are interested in the solution of this most 
difficult problem welcome this move enthusiastically. 
The Hon. Robert Bonner, Attorney-General of the 
province, is behind this very statesmanlike and progres- 
sive move. 


The second item of interest was a suggestion that the 
government intends to put into operation, in one form 
or another, a medical-aid plan for all its employees and 
civil servants, or at least to give substantial aid in this 
direction. We gather that the plan will be, in some 
respects at least, similar to the types of prepaid medical 
care now én operation in the province. 


The B.C. Government also announced, in the Speech 
from the Throne, its intention to explore the question 
of establishing a dental faculty at the University of 
British Columbia, and is, we understand, setting up a 
body to make a survey of the whole matter. 


There is a serious shortage of dentists in this province, 
and students from B.C. who wish to study dentistry are 
finding it increasingly difficult to obtain registration in 
dental schools in Eastern Canada or the United States. 


The B.C. Government has, we are told, promised a 
grant to the University of British Columbia to enable 
this body to put up badly needed buildings. This grant 
will amount to $10,000,000 and will be spread over ten- 
years. The buildings to be erected will include two 
major buildings, one for the Faculty of Arts and 
Sciences, and one for the Faculty of Medicine. There 
will also be residences for students, new library exten- 
sions, and administrative buildings. J. H. MacDeRmor 


SASKATCHEWAN 


A rheumatic fever programme has been initiated in 
the Swift Current Health Region. It is proposed to select 
rheumatic fever patients and place them on a prophy- 
lactic antibiotic routine. These antibiotics will be sup- 
plied free of cost to the patient. 


A symposium on obstetrical complications encountered 
at the time of delivery was held on January 20, 21, and 
22 in Saskatoon. One of the guest speakers was Dr. H. 
B. Atlee, Professor of Obstetrics and Gynecology at 
Dalhousie University. The programme was planned in 
two sections so that doctors and nurses might attend. 


During 1955 a substantial number of national and 
international organizations will participate in the ob- 
servance of Saskatchewan’s Golden Jubilee by holding 
their 1955 conventions in the province. According to a 
preliminary list of events recently compiled by the 
Golden Jubilee office, approximately forty regional, 
national or international gatherings have been scheduled. 


Among the highlights of the Jubilee Year will be a 
province-wide day of prayer, the observance of a 
Jubilee Day in all Saskatchewan schools, and the official 
opening of the new Provincial Museum in Regina and 
the new University Hospital in Saskatoon. Special jubilee 
pageants will be held at Regina and Saskatoon. In 
Regina, Saskatchewan’s Fiftieth Anniversary will be 
generally featured during the last two weeks in July. 
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The first Nutritional Institute for professional per- 
sonnel, offered by the Saskatchewan Department of 
Public Health, was held in Regina on November 26, 
1954. The guest speaker for the morning session was Dr. 
Jean Mayor, Assistant Professor of Nutrition at the 
Harvard School of Public Health, and consultant to the 
Food and Agriculture Organization. 


The Saskatchewan Department of Public Health has 
recently appointed Mr. D. F. Clark, M.A., as director 
of the Division of Physical Restoration in the Hospital 
and Medical Services Branch. 


Dr. Stephanie Potoski has taken office as a member 
of the City Council of Yorkton. She is the first woman to 
be elected to the City Council and received the greatest 
number of votes of any aldermanic candidate in the 
city’s history. 


About 7,000 attended the performance of the Third 
Annual Medical Show held at the University Hospital and 
Medical School, Saskatoon, on January 13. Students, hos- 
pital and medical personnel explained and demonstrated 
the various exhibits to the public, which was shown 
through the hospital laboratory and viewed a display of 
cardiac examinations. Inspection was made of a modern 
operating room and its equipment. Special interest was 
shown in the operating rooms wired for TV demonstra- 
tions. New hospital wards, some of which are expected 
to be occupied by the end of this month, were open for 
examination. These rooms have communication systems 
with the nrirse’s desk. 


Saskatchewan highway deaths to the end of Novem- 
ber 1954 continued to be well below the level of the 
previous year, according to a report issued by the High- 
way Traffic Board. A total of 64 highway deaths were 
reported up to November 30, compared with 107 in the 
previous year and 90 in 1952. During the same period 
the number of non-fatal accidents dropped by 566, and 
the total number of traffic accidents decreased by 1,571 
from last year. 


A further ten Saskatchewan residents were prosecuted 
recently for failure to pay the Provincial Hospitalization 
Tax. It is reported that ten persons, each pleading guilty, 
faced a total of fifteen charges of failure to pay the tax. 
For the fifteen involved, the fines and court costs ranged 
from $8.00 to $23.40. 


Dr. Milton Terris, Assistant Dean for Postgraduate 
Education and Assistant Professor of Preventive Medi- 
cine, University of Buffalo, visited the University of 
Saskatchewan in January as a consultant in the teaching 
of preventive medicine and postgraduate education, on 
the invitation of the College of Medicine. Dr. Terris also 
addressed a staff meeting in Regina at the General Hos- 
pital, and attended the January meeting of the Rosetown- 
Kindersley District Medical Society. While in Saskatoon 
he also gave an address at the College of Medicine. 

S. N. Peacock 


MANITOBA 


A 16-room hospital situated at Birtle, and overlooking 
the valley of the Birdtail river, was opened on January 
4 by the Hon. C. L. Shuttleworth. It will be operated 
by the Benedictine Order. The Manitoba Pool Elevators 
through George McConnell, vice-president, gave a 
cheque for $3,000 to the hospital. The 78th Battalion 
Association presented a wheelchair. 


_ The fifth anniversary of the Red Cross blotd trans- 
fusion service for Manitoba and northwest Ontario was 
celebrated at Red Cross headquarters in Winnipeg on 
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January 21. Col. Carl B. Wood, R.C.A.M.C., and Dr. 

Ruvin Lyons were among the speakers. Since the service 

was established, 175,000 bottles of blood have been col- 

lected and 110,000 free transfusions given. At present 

oe in every 35 of the population of Manitoba is a blood 
onor, 


A sectional meeting of the American College of Sur- 
geons will be held in the Fort Garry Hotel, Winnipeg, on 
April 25-26, under the direction of Dr. P. H. T. Thorlak- 
son. Manitoba doctors contributing to the programme 
will be George-H. Ryan, A. W. Andison, Elinor F. E. 
Black, R. J. Walton, and M. B. Perrin. 

Dr. A. Campbell McInnis has opened an office at 528 
Medical Arts Building, Winnipeg, for the practice of 
obstetrics and gynecology. 


, 


SANATORIUM BOARD 
OF MANITOBA 


The 44th annual meeting of the Sanatorium Board 
of Manitoba was held in the Central Tuberculosis Clinic, 
Winnipeg, on January 25, with William Whyte in the 
chair. The Minister of Health, the Hon. Robert Bend, 
who had been sworn into office on the previous day, was 
welcomed by the chairman. 


In 1954, all the sanatoria operated by the Board 
achieved a balanced budget. There was a reduction of 
almost 16,000 treatment days as compared with 1953. 
The National Health Grants have supplemented and 
extended the tuberculosis control programme. The 
Christmas seal fund brought in $129,499. The Associated 
Canadian Travellers turned over to the Board $22,150 
to assist in financing the preventive services. Fifteen 
single rooms were added to the Nurses Home at Mani- 
toba Sanatorium, Ninette, and alterations were made to 
the Central Tuberculosis Clinic. 

The Medical Director, Dr. E. L. Ross, reported a total 
of 64 deaths from tuberculosis in 1954, the lowest yet 
recorded. In 1935 there were 432 deaths. There has been 
a satisfying reduction in the death rate of Indians. Sixty 
per cent of all deaths were in patients 50 years of age 
or over. 


Resections were performed on 149 patients. 


In 1954 a total of 338,292 free x-ray examinations 
were made. The increase in new cases among the 
Eskimos is due to the extension of x-ray surveys into the 
far North; 95 Eskimos are on sanatorium treatment. In 61 
hospitals a total of 85,513 x-ray chest films were taken. 
Of 70,806 patients admitted to hospital, 966, or one in 
73, had evidence of present, past or suspected tuber- 
culosis. 

The first tuberculosis sanatorium to be closed in 
Canada was King Edward Memorial Hospital in Winni- 
peg. It was opened in 1912, when the death rate from 
tuberculosis in Manitoba was 109 per 100,000 popula- 
tion, and was closed on August 1, 1954, at a time when 
the death rate was 7.7. 

Present-day treatment of tuberculosis has improved 
the prospect for successful rehabilitation. 


Ross MITCHELL 


ONTARIO 


The Medical Women’s Club of Ottawa began its 
second year on October 17, 1954, with a membership 
tea at the home of the president, Dr. Wilma Stewart. 
Fifteen doctors were present. Other members of the 
executive are Dr. Jean F. Webb, vice-president, and Dr. 
Marie Murphy, secretary-treasurer. Meetings are held 
on the first Tuesday of each month, the major portion 
of programmes being presented by the members. Eight 
of the club members are also members of the Ottawa 
LituiAN A. CHASE 
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BOOK REVIEWS 


MORALS AND MEDICINE 


J]. Fletcher. 243 pp. $5.20. Princeton University 
Press, New Jersey; S. J. Reginald Saunders & 
Company Limited, Toronto 1, 1954. 


Except for those whose religious or political affiliations 
imply adherence to a detailed ethical code, physicians 
have received little help in the past in the solving of 
certain problems of conscience which .confront every 
practitioner at some time in his career. Dr. Joseph 
Fletcher, who is a Protestant theologian and not a phy- 
sician, attempts in “Morals and Medicine” to reason out 
lines of conduct for the profession in certain highly 
controversial situations. Let it be said at once that Dr. 
Fletcher is evidently a very clever man, a very well-read 
man, and a very formidable debater. He is also a very 
bold man, for he takes up a position on such issues as 
artificial insemination and euthanasia impossible for a 
man of his profession a generation ago. 

Dr. Fletcher is most likely to get a wide measure of 
agreement for his views in the chapter on the patient's 
right to know the truth. He holds that the doctor has 
an obligation to tell the truth, and that the patient 
should be regarded not as a problem but as a person 
with a problem. He points out that no code of medical 
ethics has ever attempted to regulate the doctor's con- 
science in matters of truth telling; he also points out the 
dangers of lying about the patient’s condition. 

In another chapter, Dr. Fletcher comes to the con- 
clusion that donor insemination is morally lawful, and 
appears to brush aside certain arguments against it. 
Thus, in arguing against the view that donors may _be- 
come uneasy because some of the children they later 
encounter might be theirs, he tries to equate insemina- 
tion with blood transfusion, a completely false argument, 
since red cells soon die but the spermatozoon becomes 
an integral part of the fertilized ovum. He regards the 
possibility of incest altogether too lightly, in the re- 
viewer's opinion. There will be much objection to his 
views on sterilization, where his inadequate knowledge 
of medicine betrays him into over-simplification. 

“We cannot escape from the conviction that it is a 
grave wrong and a betrayal of the Christian conception 
of personality, as well as against a rational conscience, 
to allow stunted and defective lives to be propagated 
when the means are available in medicine to prevent it.” 
The trouble is that we so often cannot be sure that the 
next life propagated will be “stunted and defective,” and 
not perfectly normal. And just what is normal, anyhow? 
At what intelligence quotient does a person become 
normal? “Developing research has tended to show that 
many diseases—such as renal calculus, nephritis, uterine 
cancer, and certain toxzemias of pregnancy— are not only 
infective or environmental in origin, but may be due to 
an hereditary vulnerability as well.” Does this mean 
that, in addition to suffering the torments of the damned, 
the unfortunate person with renal colic will some day 
be castrated as well? 

The author’s support of euthanasia is based on the 
apparent contradiction between the promise in the 
Hippocratic oath to relieve suffering and the promise to 
prolong and protect life. He analyzes the ten main ob- 
jections to euthanasia, but again appears to sweep aside 
too readily such arguments as the ones that the doctor’s 
diagnosis of incurable illness may be mistaken, or that 
a new remedy for the disease or for the associated pain 
may be just around the corner. He also asserts that the 
patient who has lost his powers of communication, being 
unresponsive, is no longer responsible. This is a bold 
and doubtful statement. 

For those physicians who have not attained to a 
settled opinion on these very difficult topics, “Morals and 
Medicine” cannot be ignored. Readers are net obliged 
to agree with the author’s conclusions, but they should 
at least study closely his reasoning. 
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PHYSIOLOGICAL CARDIOLOGY 


A. Ruskin, Associate Professor of Internal Medi- 
cine, University of Texas, Medical Branch, 
Galveston, Texas. 370 pp. illust. $8.75. Charles 
C Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1958. 


In this monograph an attempt has been made to discuss 
the entire field of cardiovascular disease from a physio- 
logical point of view—or as the author has put it, “to 
bridge the gap between experimental physiology and 
clinical medicine.” Various symptoms and signs in all 
types of cardiological disorders are explained and dis- 
cussed on the basis of the underlying physiological dis- 
turbance, Furthermore, the pharmacology of the various 
drugs and the indication and basis for various thera- 
peutic measures in each instance are reviewed. 


Thus the first chapter deals with the various ar- 
rhythmias and blocks—the etiological factors, manner of 
production, and hemodynamic effects of each disturb- 
ance being covered. The second chapter on congestive 
heart failure is the longest, comprising over one quarter 
of the book, and it is probably the most complete. All 
the hemodynamic, electrolyte, and fluid disturbances in 
this condition are well discussed and the possible physio- 
logical basis for various symptoms and signs is con- 
sidered. The remaining chapters deal briefly with physio- 
logical considerations in all other types of heart disease, 
including functional heart disease. 


Since this monograph covers almost the whole field 
of cardiovascular disease, it has the drawback that con- 
siderable material has had to be compressed into rather 
abbreviated form. This book is of value in presenting a 
survey of the physiological background underlying many 
of the manifestations and therapeutic procedures in 
cardiovascular disease. It should prove a useful volume 
to those interested in cardiology. 


AN ATLAS OF CONGENITAL ANOMALIES 
OF THE HEART AND GREAT VESSELS 


J. E. Edwards, Consulting Physician in Sec- 
tion of Pathological Anatomy, Mayo Clinic. 
195 pp. illust. $15.00. Charles C Thomas, 
Springfield, [Illinois; The Ryerson Press, 
Toronto, 1954. 


The original edition has been greatly enlarged and con- 
tains descriptions of many additional malformations, so 
much so that it has been suggested that designation as a 
different book is justified. A brief description of the 
anatomical abnormalities and _ resulting physiological 
changes of each malformation is given, nboad by a 
beautifully illustrated appropriate example, colour re- 
productions of models, photographs and_ specimens, 
radiographs, diagrams se electrocardiograms, accom- 
panied by the clinical highlights of the case presenta- 
tion. A brief summary of the clinical features of each 
malformation follows. , 


It should be remembered that this book is primarily 
an atlas which illustrates the experience of the authors 
and their collaborators, and therefore does not embrace 
the whole subject of congenital malformations of the 
heart. In consequence, it suffers from its own limita- 
tions and cannot be read as a text book because of the 
brevity and the note form of its descriptions. Further- 
more, there is no discussion of the differential diagnosis, 
so that each malformation is presented as an entity 
without reference to other possibilities. In consequence, 
this atlas will not be of great assistance to the practising 
physician in general but will be of greater practical value 
to those interested in this limited field. The relatively 
high cost is doubtless due to the cost of production; 
despite the excellence of its reproductions, this book will 
hardly justify its cost to the individual physician. How- 
ever, it is highly recommended for library use for 
reference purposes. 











Canad. 
Ma«. 1, 





CE  ——————————— 





M. A. J. 
1955, vol. 72 


Right hand —Reiter’s Disease. 





Same hand—six days later, 


To get the most out of slides 


... right at your desk...in bright light 


Ir You TEACH—must constantly confer 
with students and associates on problems 
of identification and diagnosis .. . 

If you have a specialty which involves 
before-and-after changes—for example, 
plastic surgery — or skin diseases... 


If you have large collections of 2 x 2-inch 
slides, are constantly adding — eliminating 
— substituting... 

Whatever your reason, if you show 


2 x 2-inch slides to small groups, you need 
a Kodaslide Table Viewer, Model A. 


It embodies projector, black Kodak 
DAY-VIEW Screen and slide changer in one 
compact, lightweight unit. Ideally suited 
for showings at desk. Gives almost 5x magni- 
fication with full justice to the color and 
detail of transparencies. Finger-touch focus- 
ing. Plunger type slide changer accepts 75 
cardboard or 30 double-glass slides. Price 
$131, subject to change without notice. 

For further information see your photo- 
graphic dealer or write: 


CANADIAN KODAK CO., LIMITED 


Toronto 9, Ontario 





Serving medical progress through Photography and Radiography 


ret 








410 Boox Reviews 


CEREBROVASCULAR DISEASE 


J. P. Murphy, Assistant Clinical Professor of 
Neurological Surgery, George Washington Uni- 
versity School of Medicine. 408 pp. illust. 
$12.00. The Year Book Publishers, Inc., Chi- 
cago; Burns ¢ MacEachern, Toronto 2, 1954. 


Recent developments in cerebral angiography, the con- 
trol of circulation by drugs, rehabilitation of the neuro- 
logically disabled, and the surgery of cerebral-vascular 
disease, impose serious limitations on anything less than 
an encyclopzedic treatise about this subject. This book 
represents an industrious and earnest endeavour to say 
something about every facet, in compact form. In the 
neurosurgical portions of the book the author quotes his 
own experience and writes with more assurance, though 
not dogmatically. In other sections of the book his fre- 
quent use of quotations from the literature, without 
critical comment, makes the quality uneven and _ his 
authority uncertain. A comprehensive bibliography is 
appended to each chapter. Illustrations are frequent and 
helpful. For the hospital intern and the general prac- 
titioner this book will provide a résumé of recent ad- 
vances and a fund of practical suggestions in diagnostic 
and therapeutic fields that have expanded greatly in 
the past decade. 


MEDICAL HISTORY OF THE SECOND 
WORLD WAR 


Surgery. Edited by Sir Z. Cope. (History of the 
Second World War, United Kingdom Medical 
Series, Editor-in-Chief, Sir Arthur S. Mac- 
Nalty). 772 pp. illust. 80s. Her Majesty’s 
Stationery Office, London, 1953. 


This volume of the Official Medical History of the 
1939-45 war represents a comprehensive outline of the 
main technical and therapeutic improvements made in 
the field of surgery. It tells the full story of the simplifi- 
cation and standardization of the treatment of wounds 
and of the outstanding improvements in the prognosis 
of severe burns when treated by modern methods. 
Other subjects dealt with include the crush syndrome 
and the effects of blast, the rehabilitation of patients 
suffering from spinal paralysis, war surgery of the brain, 
the thorax, the maxillo-facial region and the ear, nose 
and throat, and special chapters on orthopedic and 
plastic surgery. Most chapters conclude with a full 
bibliography, and these are extremely valuable in that 
they contain references to much work which was only 
allowed to see the light of day in the post-war years. 
The story is told in a quiet style, but for those who can 
read between the lines the drama of those dark days can 
be lived again. The contents of this volume should prove 
indispensable to every practising surgeon, even today, 
whether he confines his activities to one of the special- 
ties or takes the general field of surgery for his province. 


MEDICAL HISTORY OF THE 
SECOND WORLD WAR 


The Royal Naval Medical Service. Edited by 
J. L. S. Coulter. Vol. I, 512 pp. 50s. Her 
ew Stationery Office, London, E.C.1, 


The editors have achieved a difficult task by compilin 
a tremendous amount of history and presenting the full 
record in a most readable volume. The opening chapter 
recalls the well-recognized transformation from the 
period between the wars (1918-39) to the war years. The 
subsequent pages present a chronological record of the 
separate components which together went to form the 
wartime Naval Medical machine. They cover such 
features as personnel problems, recruiting, nursing serv- 
ice, hospitals and hospital ships, medical stores and 
equipment, blood transfusion service and the constant 


Canad. M. A. J. 
Mar. 1, 1955, vol. 72 


scientific research into matters of naval medicine. Medi- 
cal responsibilities were not confined to ships at sea, 
for large numbers of naval personnel were also employed 
in dockyards, naval bases, stations of the naval air arm 
and combined operations. Therefore a vast organization 
had to be built up to meet the requirements of pre- 
ventive and curative medicine, afloat and ashore, at 
home and overseas. This volume is, in a sense, a tribute 
to the men and women of the medical and nursing pro- 
fessions, the great majority of them volunteers from 
civil life, who gave devoted service to the Royal Navy. 
With no dullness of detail, this volume should prove 
popular in the sense that its contents are readable and 
of interest to the ordinary man and woman no less than 
to the expert. At the same time it will serve as a com- 
prehensive reference work for those familiar with the 
Naval Medical Service as well as for historians. 


CONGENITAL SYPHILIS 


D. Nabarro, Consulting Pathologist, formerly 
Director of the Pathological Department and 
Medical Officer in charge of the Venereal Dis- 
eases Clinic (1917-1939) at the Hospital for 
Sick Children, Great Ormond Street, London. 
470 pp. illust. $8.50. Edward Arnold (Pub- 
lishers) Ltd., London; The Macmillan Company 
of Canada Limited, Toronto 2, 1954. 


In his preface the author points out that a book on 
congenital syphilis may have a very limited appeal to 
practitioners in the United Kingdom, the United States 
or Canada. The disease is almost non-existent in this 
country. Dr. Nabarro has probably seen more cases of 
congenital syphilis than any living man in the world and 
his views on certain controversial subjects are the result 
of wide experience and are well worth reading. The 
chapters on transmission, pathology and third-generation 
syphilis are examples. 

The clinical picture is magnificently presented and the 
plates illustrating the skin lesions, deformities of the 
teeth and radiological changes in the bones are excep- 
tionally good. 

Reading the book, one gets the impression that most 
of it was written twenty years ago with additions made 
in an endeavour to bring it up to date. This applies 
particularly to the chapter on treatment. Apparently the 
old therapy of arsenic, bismuth mercury and iodides died 
a much more lingering death in Great Britain than on 
this continent. There is only a brief reference to the 
value of hydrocortisone ointment in the treatment of 
interstitial keratitis. 

The bibliography at the end of each chapter is suff- 
ciently adequate to make the work a good reference 
book, and it is the reviewer’s conviction that it should be 
in the library of every syphilologist, not only because 
very few books :have ever been published on this subject 
but because it is well constructed, well written and well 
illustrated and because it exemplifies the British point 
of view regarding many of the controversial problems 
associated with this disease. - »« 


- 


FORGOTTEN LEADERS IN 
MODERN MEDICINE 


Valentin, Gruby, Remak, Auerbach. B. Kisch, 
Professor of Philosophy and _ History of 
Science, Yeshiva University, New York. 317 
pp. illust. $2.00. The American Ce rage 
ry Independence Square, Philadelphia 6, 
1954. 


The 1954 volume of ‘the Transactions of the American 
Philosophical Society is devoted to four pioneers of 
modern medicine who, although famous in their time, 
are scarcely known to doctors today: Gabriel Gustav 
Valentin ( 1810-1883), David Gruby (1810-1898), 
Robert Remak (1815-1865), and Leopold Auerbach 
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the development of Products for Prevention or Treatment of Disease. 
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(1828-1897). Their period of activity began in the first 
half of the 19th century, when the so-called “philosophy 
of nature” which had dominated medicine, especially in 
Germany, was being supplanted by experimental and 
critical science. All tour were Jews and in spite of the 
enlightened trend of the 18th and 19th centuries were 
prevented by discrimination from employing _ their 
talents freely and fully. Dr. Kisch’s aim, however, is not 
to show how much more these men might have been 
able to accomplish in happier circumstances, but to 
record the paths of their progress—their obstacles, short- 
comings, failures, and achievements. 

The author has succeeded admirably in recreating 
these four forgotten leaders, the age in which they 
lived, and their part in the development of a_ better 
framework for medical science. wat 


THE SURGERY OF PULMONARY 
TUBERCULOSIS 


J. H. Forsee, Colonel, M.C., U.S. Army; Chief, 
Surgical Services, Fitzsimons Army Hospital, 
Denver, Colorado. 208 pp. illust. $6.50. Lea & 
Febiger, Philadelphia; The Macmillan Com- 
pany of Canada Limited, Toronto, 1954. 


As Chief of the Surgical Service of the Fitzsimons Army 
Hospital in Denver, Colorado, Colonel Forsee has had 
the experience of treating a large number of members 
of the American Army and their dependents for pulmo- 
nary tuberculosis. His book is an attempt to indicate 
the place of surgical treatment in the present-day 
management of patients with that disease. He very 
properly stresses that the complete care of these patients 
requires the interest of a well-organized team of special- 
ists and most of the facilities usually found in a general 
hospital. 

The book includes brief descriptions of the pathology 
of pulmonary tuberculosis, the effects of antibiotic ther- 
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PUBLIC RELATIONS IN MEDICAL PRACTICE 
by James E. Bryan 


The medical profession is becoming aware of Medicine’s need 
for attention to the Public Relations field. The whole scope of a 
doctor’s activity is covered in this book and it should be 
required reading for every physician. 

(Williams & Wilkins $5.00) 


HANDBOOK OF RADIOLOGY 


by Russet H. Morean, M.D. 
AND KENNETH E. CorriGan, Pu.D. 


Brings together in one packed volume the vast amount of physi- 
cal data needed in the daily work of the radiologist. Similar in 
its field to the Handbook of Chemistry and Physics. 

(Year Book $10.00) 


CLINICAL NEURO-SURGERY, VOLUME I 


Proceedings of the Congress of Neurological Surgeons in honour 
of Sir Geoffrey Jefferson. (Williams & Wilkins $8.00) 


FRACTURES IN CHILDREN 


by Water P. Biount, M.D. 

A complete guide to the treatment of fractures in children for all 
doctors from the General Practitioner to the Orthopedic 
Surgeon. (Williams & Wilkins $9.00) 


PRIMARY ANATOMY 


by J. V. BaAsMAJIAN 


This is a new enlarged edition of the book originally written by 
the late Dr. Cates. (Williams & Wilkins $6.00) 


GRATED NEUROLOGICAL AND PSYCHIATRIC 
PATTERNS, VOLUME 33 
edited by DaveNporT Hooker, PuD.. 


Proceedings of the 1953 Meeting of the Association for*Research 
in Nervous and Mental Diseases. (Williams & Wilkins $10.00) 


INTERN’S MANUAL 
by BERNSTEIN 


(Year Book $3.00) 


BURNS & MacEACHERN 
12 GRENVILLE ST., TORONTO 5 
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apy on the natural course of the disease, the technique 
ot the various operations which may be used and notes 
on postoperative care. In line with the modern trend 
the use of excisional operations rather than thoraco- 
plasty is stressed, and a full explanation of the indica- 
tions for the various types of lung resection is given. 
Detailed tables record the results obtained in the treat- 
ment of a large series of patients in the years from 1947 
to 1952. 

The author has succeeded in giving a very fair ac- 
count of surgical practice in the treatment of pulmonary 
tuberculosis in North America today. As such the book 
is timely and will be of value to both surgeons and phy- 
sicians who are interested in this subject. The illustra- 
tions, aside from the reproductions of radiographs, are 
of poor quality, the style does not make for easy reading, 
sid the proof-reading has been careless. 


THE BILLROTH I GASTRIC RESECTION 


H. G. Moore, formerly Instructor in Surgery, 
University of Washington School of Medicine; 
and H. N. Harkins, Professor of Surgery and 
Executive Officer of the Department of Sur- 
gery, University of Washington School of 
Medicine; 175 pp. illust. $7.50. Little, Brown 
and Company, Toronto, 1954. 


In this book the authors have given a very exhaustive 
history of the evolution of gastric surgery, with particular 
emphasis on the Billroth I and II procedures. Whereas 
most surgeons in the past have felt that the chief indica- 
tions for the Billroth I operation have been in the treat- 
ment of gastric ulcer and palliative resections of car- 
cinoma, the authors have advocated it for most cases of 
duodenal ulcer. 

They have in large part anticipated many of the criti- 
cisms, and have answered most of them in a convincing 
manner. They feel that just as radical a resection can 
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is preferred by more 
anesthetists than 
any other CO: absorbent 
on the market 


SODASORB has long shelf life. It is free 
from unpleasant odors and objectionable 


to dusting and breakage. Despite its 


acknowledged superiorities, SODASORB cost 


no more to use. 





DEWEY and ALMY Chemical Company of Canada, Ltc. 


Montreal 32, P.Q. 


Ra performance 


SODASORB’S overwhelming acceptance by th: 
profession is based on actual performance. 
Its high absorbent power is a direct result «- 
its unique, coral-like granular structure. Eac 
knobby, porous granule presents maximun 
absorption area — no flat surfaces to stack 
and block intergranular circulation of gas¢ 


heating. It is safe, stable and highly resista: : 
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binehleed 


Only a long and distinguished ancestry of 
champions can produce a feline blueblood. 


Only audivox in the hearing-aid field can trace an 
ancestry that includes both Western Electric and Bell 
Telephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
furthered by the development of the hearing aid at Bell 
Telephone Laboratories, brought to fruition by Western 
Electric and audivox engineers. f* 
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Successor to Western EJechric: Hearing Aid Division 


123 Worcester St., Boston, Mass. 


all-transistor 
Model 72 
by Audivox 


audivox presents a versatile new tool in the psycho- 
logical and somatic management of hearing loss — the 
Model 72 ‘‘New World.” Because it departs completely 
from conventional hearing-aid appearance, this tiny 
“‘prosthetic ear’’ may be worn as a barrette, tie clip, or 
clasp without concealment. Resultant benefits include 
new poise and new aural acuity for the wearer through 
free-field reception without clothing rustle. 


MANY DOCTORS rely on career Audivox dealers 
for conscientious, prompt attention to their 
patients’ hearing needs. There is an Audivox 
dealer — chosen for his interest, ability, and 
integrity — in your vicinity. He is listed in the 
Hearing Aid section of your classified telephone 
directory, under Audivox or Western Electric. 


the blueblood of hearing aids 
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HANDBOOK 
OF TREATMENT 


by Harold Thomas Hyman, M.D. 


Gives You Instantly 


In The Treatment Of 
Practically Any Human 
Til! 


Here’s the handbook 
you'll rely on time and 
time again to refresh your 
memory on basic prin- 
ciples and treatment of 
diseases and _ disorders 
ranging from Acidosis to 
Zoonoses. A handy refer- 
ence book . .. a storehouse of valuable in- 
formation ...a treasury of easy-to-get-at 
practical facts ... designed to fill your need 
for a convenient source of ready knowledge. 


Send today for your copy of this depend- 
able guide to assist you in your daily 
practice. Tells you what to do, when and 
how to do it. Gives basic principles, recom- 
mendations for immediate care and for 
continuing care under unfavorable and 
progressively unfavorable conditions. 


e Exhaustive index lists nearly 4,000 
references 


e Methods of treatment stated suc- 
cinctly 


e Up-to-date, nothing like it, nothing 
newer 


e Contains Rosters of Therapeutic 
Agents 


¢ Abook filled with significant, readily 
applicable information 





LIPPINCOTT 


BOOKS 





J.B. LIPPINCOTT COMPANY, 
Medical Arts Building, Montreal 25, Que. 
East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: 
[] HANDBOOK OF TREATMENT..............0.0... $8.00 
(] Check Enclosed (] Charge My Account 
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be done in the Billroth I procedure as in’ most of the 
procedures that are now in vogue. It is Pointed 
out that it is not any more dangerous to restore gastro- 
intestinal continuity in a badly scarred duodenum than 
it is to close it. There are no claims made that this 
operation is the answer to the dumping syndrome; raiher 
it is shown that the incidence of this distressing comp!'ca- 
tion is just as high after the Billroth I procedure as a) :er 
the more routine resections. They, however, have ot 
conclusively proved that it is the best operation as 
regards nutrition and functional activity. 

There are many relevant statistical charts, as wel! as 
interesting biographies of Billroth and other emin:nt 
surgeons who have advocated the procedure. 

This is an excellent book and contains a fund of use 1] 
and interesting information for those who are particul: ly 
interested in gastric surgery. 


MANUAL OF PROCTOLOGY 


E. Granet, Lecturer, Graduate School, Columi : 
University; Visiting Surgeon (Proctology), S. « 
View Hospital, and Associate Surgeon (Pr. - 
tology), French Hospital, New York; Co. .- 
ete (MC) USNR. 346 pp. illust. $7.50. Tc 
Year Book Publishers, Inc., Chicago; Burns > 
MacEachern, Toronto 2, 1954. 


This recent addition to the General Practice Series is t.c 
most sensible and readable book on proctology whi:h 
the reviewer has yet encountered. In a series of bri. 
but remarkably complete chapters every aspect of anv:- 
ectal disease is discussed in a competent, helpful mann: «. 
Small size, excellent format, simple illustrations, cor- 
mendable composition, and key references, combine .o 

ake: this a very attractive work. Many of its sectio.s 

eserve special commendation. The chapter on “General 
Therapy” provides a particularly useful discussion of 
medicaments, diets, pa laxatives, in which the autho:’s 
personal antipathy for mineral oil is warmly expresse:. 
The chapters on “Benign Tumours” and “Malignaut 
Tumours’ are very well done since they emphasize 
principles rather than details of management. Ulcerative 
colitis is handled in such a way as to indicate clearly 
the interdependent roles of medical and surgical therapy. 
Worthy of emphasis, too, is the small section on “Anti- 
biotic Colitis.” The author’s observations on pruritus ani 
provide a rational basis for its management; he believes 
that constant inunction of perianal skin with faeces is a 
primary factor, and concentrates his efforts on anal 
hygiene. In his discussion of pilonidal disease he avoids 
the hackneyed controversy between “primary closure’ 


~ 


-and “open” methods of treatment by pointing out that 


the former procedure is indicated only in specially 
selected cases. 


This book will surely be welcomed by the practitioners 
for whom it is intended, and few surgeons or proc- 
tologists will fail to find it helpful. 


GRENZ RAY THERAPY 


G. Bucky, Clinical Professor of Dermatolog:) 
Emeritus, New York University, and F. C. 
Combes, Professor of Dermatology an! 
Syphilology, New York University Post 
graduate Medical School. 204 pp. illust. $9.00. 
Springer Publishing Company, Inc., Nev 
York; Burns ¢¢ MacEachern, Toronto 2, 195+ 


The senior author was one of the pioneers in this typ: 
of therapy and both have had very extensive clinica 
experience with grenz rays. The physics are discusse: 
at length, followed by the technique of therapy. Many 
diseases are discussed individually as far as_techniqu 
and results are concerned, and these include ora! 
dermatological, tropical and ophthalmological ones. Al 
though the authors stress the fact that some diseases di 
not respond to this modality, the impression is left tha 
it is of value in most. A more critical attitude woul 
strengthen rather than weaken the book. It is, however 
an excellent treatise on a modality which, although safe: 
than x-ray therapy, has not been greatly used on thi 
continent. There is a complete bibliography of th: 
subiect. 





